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HE practice of blood replacement with 

minimum delay is now regarded as fun- 

damental in the prevention and treat- 

ment of profound shock. In certain in- 
stances it becomes necessary to administer the 
needed blood rapidly, in which event it may be 
given either intravenously or intra-arterially. 
The latter procedure has been the subject of 
several scattered articles. The purpose of this 
report is to review the development and correlate 
the medical literature pertaining to this subject 
in order that a more thorough understanding 
might result. 


HISTORICAL SURVEY 


In 1875, Landois referred to the possibility of 
centripetal and centrifugal transfusions, either 
intravenously or intra-arterially. He preferred 
the arterial route from a physiological standpoint. 
Halsted, in 1883, advocated the centripetal ar- 
terial method of infusion and so treated cases of 
acute anemia, septicemia, and illuminating gas 
poisoning. He stated, however, that the credit 
belonged to Hueter for first introducing the idea 
to the profession. Langendorff then, in 1895, 
reported an interesting preparation in which a 
mammalian heart, taken fresh and suspended in 
air at room temperature until cardiac activity 
had ceased, resumed full contractions when the 
aortic stump was perfused with saline solution 
under pressure. The Russian physiologist Kuli- 
abko, in 1902, removed the heart from a 3-month- 
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old child 20 hours following death and restored 
its contractions by aortic perfusion with defibri- 
nated oxygenated blood. Pike and his associates, 
in 1908, observed in the cat with cardiac stoppage 
following occlusion of the heart arteries, that the 
heart beat could be restored with intra-aortic 
transfusion. In his book of 1914, Crile illustrated 
his method of resuscitation as including the intra- 
arterial infusion of saline and epinephrine solu- 
tion under pressure. From this point on, except 
for a report by Davis and associates, who in 1937 
found a transient rise in the systemic arterial 
pressure following the arterial injection of small 
amounts of hypertonic saline solution, little was 
mentioned regarding the arterial route of fluid 
administration. In 1939, Seeley employed it 
clinically and suggested to Page that the pro- 
cedure be evaluated in the experimental labora- 
tory. Kohlstaedt and Page then, in 1943, re- 
ported that after the induction of shock in dogs 
by the removal of blood in amounts of 3 to 6 
per cent of their body weight, the subsequent 
replacement of 50 per cent of this blood brought 
about 75 per cent survival in those receiving 
blood by the arterial route, while the recovery 
rate in dogs receiving the intravenous infusion 
was only 33 per cent. 

Birillo, in 1939, published his studies on intra- 
arterial transfusion in which this procedure was 
capable of resuscitating dogs with cardiac arrest 
due to either exsanguination or chloroform poison- 
ing. He also observed temporary benefit follow- 
ing the arterial transfusion into patients with 
pneumonia and peritonitis who were in a mori- 
bund state. Another Russian, Negovski, (44) re- 
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ported his experience with arterial transfusion in 
1945. In 250 dogs subjected to exsanguination, 
revival was rapid from the agonal state, and 
clinical death could be reversed in many instances 
provided its duration had not exceeded 8 minutes. 
He employed intra-arterial infusion of blood, 
epinephrine, and glucose solution along with arti- 
ficial respiration in 51 critically wounded battle 
casualties. Of 10 said to be clinically dead, 5 
were resuscitated (45). 

From 1946 to 1949, Page and associates pub- 
lished further results of their investigations (17, 
31, 48-52) which revealed that renal, coronary, 
and medullary arteries were rapidly perfused by 
femoral arterial infusion. They described a deep 
respiratory gasp immediately upon the start of 
arterial transfusion. Twenty-eight per cent of 
32 dogs which were exsanguinated to a point 
of cardiac cessation for 2 minutes survived after 
the intra-arterial reinfusion of the withdrawn 
blood. Jones and his coworkers determined 
that the respiratory gasp as described by Page 
was dependent upon the patency of the ver- 
tebral arteries, and could be produced by the 
arterial infusion of either blood or saline solution. 
They found by diodrast angiography that, with 
a constant reservoir pressure, the fate of arteri- 
ally infused fluids depended upon the arterial 
pressure in the recipient. With a pressure in the 
reservoir identical with that of the femoral 
artery, no fluid reached the bifurcation of the 
aorta. As the animal’s pressure declined, vessels 
filled in a cephalad progression and when the 
pressure reached “shock” levels, all branches of 
the aortic arch and coronary arteries as well as 
the more inferior vessels were filled. 

Robertson e¢ al. (61, 62) presented data on the 
use of arterial blood transfusions in 12 patients 
with dramatic results in 10. They reported that 
the recovery time by this method of transfusion 
in dogs was shorter than that when transfusion 
was given by the intravenous route. Their venous 
rates of infusion, however, were slower because 
they feared a rise in the thoracic venous pressure, 
and impending cardiac failure. Mallet-Guy and 
his coworkers (39, 40) reported that rapid (75 to 
roo ml. per min.) venous transfusion hastened 
death in the shock state in dogs by dilatation of 
the right side of the heart and collapse of the 
left side of the heart. Arterial transfusions at 
this rate, however, revived 10 of 11 dogs bled to 
a state of “apparent death.” However, Pierce, 
Robbins, and Brunschwig, in a report on ultra- 
rapid intravenous blood transfusion, did not ob- 
serve distention of the right side of the heart in 
human beings or dogs. 
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Wiggers ef al. and Holden ef al. have reported 
that very rapid intravenous transfusions are del- 
eterious to the myocardium which has been dam- 
aged by reason of the impaired coronary circu- 
lation in shock or previous myocardial infarction. 
Blades is now studying cardiac tolerance to over- 
transfusion both by the arterial and venous 
routes. 

Comment. There are certain objections to the 
methods of standardization in all of these ex- 
perimental studies on the use of intra-arterial 
versus intravenous transfusions in the treatment 
of the shock state. One of these has been voiced 
by Wiener, and also by Aldrich and Morton who 
showed that at similar rates of replacement, ar- 
terial and venous transfusions were both capable 
of restoring dogs in shock for brief periods (10 
minutes or less). Their criticism is that the rates 
of blood administration have not been identical 
in most instances and that it is not fair to de- 
clare superiority for the arterial route in pro- 
found shock until this variable has been con- 
trolled. On a practical clinical basis, however, 
the body will accept large quantities of blood 
more rapidly by the arterial than by the venous 
route, a fact which tends to temper the evalua- 
tion of this theoretical objection in a clinical 
emergency. One other important variable has 
been overlooked in these shock studies and that 
is—in most instances strictly sterile precautions 
in blood collection, storage, and reinfusion have 
not been observed. As a result, there undoubted- 
ly has been an inadvertent infusion of bacteria 
which have been demonstrated to be independent- 
ly capable of producing, in short periods of time, 
metabolic derangements, irreversible shock, and 
death (Nelson, 46, 47). Before valid data can 
be obtained in shock or other metabolic studies, 
this neglected variable must be controlled by 
scrupulous sterile techniques even in acute ani- 
mal experiments. The critical physiological experi- 
ments controlling these variables have yet to be 
done. 


CLINICAL USE 


Intra-arterial transfusion in the human pa- 
tient has been the subject of many reports. Its 
most frequent use has been as a measure in the 
resuscitation of the moribund. The first reports 
by Halsted, in 1883, and Crile, in 1914, have al- 
ready been mentioned. Seeley (66) in the United 
States and Birillo in Russia, in 1939, awakened 
interest in the subject, with reports of the results 
in human patients. 

Roux (1941), Avedisov (1944) and Radushkie- 
vich (1944) reported cases in which the arterial 














channel was used for blood transfusion. In 1946 
and 1947, articles by Schirosa, Binet, and Kay 
and Hacker followed. Villafane reported on 2 pa- 
tients subjected to intracardiac transfusion, hav- 
ing used the right ventricle in one and the left 
in the other, and asserted that results were better 
by the latter approach. In addition to the article 
by Robertson ef al. (61), the communication 
by Porter, Sanders, and Lockwood (58) appeared 
in 1948; both articles related the author’s ex- 
periences with arterial transfusion in animals and 
man. These authors noted that although normal 
blood pressure levels could be restored temporar- 
ily, irreversible shock in animals was not favor- 
ably influenced by arterial transfusion. Eight 
patients recovered from states of severe shock, 
but 1 patient exhibited damage to the hand as a 
result of sacrificing the radial artery. In the last 
2 years case reports attesting to the efficacy of 
arterial transfusion in the treatment of hemor- 
rhagic shock have been added by Medina, Pinto, 
Metheny, Gold, Ciliberti and Dickler, and French 
(12, 13). This technique has been used to locate 
an otherwise occult bleeding artery at surgery 
by increasing the arterial pressure and thereby 
bringing the uncontrolled bleeder into prominent 
view. 

The technique of controlled hypotension as an 
adjuvant in certain cranial operations, such as 
fenestration and the removal of brain tumors, 
has been developed by Gardner (14, 15), Hale 
(20, 21), Harris, and Love. With this procedure, 
blood is drawn from an artery into a reservoir 
until troublesome hemorrhage at the operative 
site has abated. At the completion of the pro- 
cedure, or when otherwise indicated, the blood is 
returned by the same vessel and normal pressure 
is restored and hemostasis secured. 

In certain types of radical abdominal surgery 
for cancer in which there is serious possibility of 
massive blood loss, Wangensteen (73) has used 
the technique of intra-arterial transfusion with 
Hitchcock’s (24) apparatus on a prophylactic 
basis with good results. A similar need may exist 
in cardiac surgery—as foreseen by Dennis and his 
group who employed an intra-arterial apparatus 
as a safeguard in their first human perfusion with 
the artificial heart and lung machine. 

Other references to the use of the arterial ave- 
nue of blood replacement have been published 
by Evans, Tovell, Leger, Paulson, and Stevenson. 


THE TECHNIQUE OF INTRA-ARTERIAL TRANSFUSION 


If blood is to flow from a receptacle into a pa- 
tient’s arterial bed, the pressure must be higher 
in the container than in the patient. In order to 
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achieve this, several devices have been designed. 
As a source of pressure, a sphygmomanometer 
bulb has achieved the greatest popularity, as re- 
ported by Kohlstaedt and Page (31), Petrovsky, 
and Hale (21). The interposition of a second 
bottle as an air cushion has been advocated by 
Seeley (65) and Jones. This serves to provide a 
more uniform head of pressure to the blood. An 
oxygen tank with a controlling valve is used in 
the machines designed by Hitchcock, by Porter, 
Sanders, and Lockwood (58), and by Ziccardi 
(76). A syringe with a three-way stopcock is 
adequate in many instances as mentioned by 
French (13). The necessary components of a 
pressure system are to be found in any operating 
room or hospital. It is obvious that great care 
must be exercised to avoid the introduction of 
air into the patient, as this constitutes one of the 
great hazards of this procedure. Vigilance by a 
competent observer is an essential part of this 
operation. 

The two most common sites of administration 
are the radial and common femoral arteries, the 
former being used most often. While any large 
artery may be employed, the site of arterial ad- 
ministration is determined in some cases by the 
anatomical location of the bleeding source. Natu- 
rally, the radial artery would be more satisfactory 
in the event of abdominal hemorrhage. Tech- 
niques of vessel puncture have been described 
by Shaeffer and by Lamm. A surgical cut-down 
may be necessary in order to insure precise place- 
ment of the needle or cannula. If a 15 or 17 
gauge needle is used, it should not be necessary 
to ligate the artery as pressure and the appli- 
cation of a “gelfoam” pledget, as discussed by 
Jenkins, should be adequate. The possibility of 
ischemic necrosis of the member distal to the site 
of arterial puncture is a real one, and has been 
observed. To prevent this tragedy, Seeley has 
described the use of a tourniquet which is ap- 
plied to the extremity at a site distal to the 
arterial puncture and thereby prevents the perfu- 
sion of the extremity by the infused fluid. This 
tourniquet is left in place for periods of time 
considered safe in orthopedic procedures; it is 
then removed, while pressure in the transfusion 
apparatus is released simultaneously. This allows 
the extremity to be supplied by oxygenated blood, 
after which transfusion may be resumed. This 
should be repeated every 15 minutes during trans- 
fusion. Manipulation of the artery and forceful 
transfusion toward the heart almost always pro- 
duce arterial spasm. The local infiltration of pro- 
caine solution will suffice to produce relaxation. 
Prolonged arterial transfusions are rarely neces- 
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sary since transfusion may be continued by vein 
after the blood pressure has been restored to a 
normal level. 

Fluids other than blood have been given arteri- 
ally. Crile infused saline and epinephrine solution 
as a means of resuscitation. Davis, in 1937, re- 
ported on the use of hypertonic saline solution, 
and Kendrick, in 1939, administered glucose by 
this route. Kohlstaedt and Page, in 1944 (32), 
gave plasma intra-arterially to patients in shock. 
Jones and his group observed that the intra- 
arterial injection of saline solution was tempo- 
rarily effective in raising the blood pressure in 
shock, but that there was no value in this except 
as an emergency stopgap until blood became 
available. 

INDICATIONS 

1. Rapid restoration of the blood volume as a 
resuscitative measure against the sequelae of 
hemorrhage, such as shock, the agonal state, and 
clinical death, constitutes the most important in- 
dication for intra-arterial transfusion. With pres- 
sure, massive quantities of blood can be infused 
very rapidly, with the added advantages of im- 
mediate perfusion of the renal, coronary, and 
medullary arteries. It seems likely that this rep- 
resents the most effective device by which one 
can speedily overcome the disparity between the 
circulating blood volume, on the one hand, and 
the greater capacity of the vascular tree, on the 
other—a state which exists in incipient or estab- 
lished circulatory collapse. That this disparity 
must be overcome rapidly is evident if one hopes 
to prevent the development of oliguria and the 
vicious cycle instituted by hypoxia and further 
tissue damage. It is obvious that the prevention 
of this tragic situation is vastly superior to treat- 
ment, and, of course, this is best accomplished 
by not allowing this disparity between the vol- 
umes of the circulating fluid and of the circulatory 
tree to develop. 

2. Rapid preoperative preparation for patients 
in shock can be accomplished by this technique. 

. Hypotension during cranial surgery may 
be equilibrated by means of arterial transfusion. 

4. Prophylactic control of the blood pressure 
by this technique in cardiac or abdominal sur- 
gery, in which the possibility of great blood loss 
is present, can afford insurance against disastrous 
falls in blood pressure values. 

5. The location of an uncontrolled bleeding 
artery at surgery may be facilitated by the rapid 
increase in arterial pressure produced by direct 
arterial infusion. 

6. By virtue of the increased arterial pressure 
and coronary perfusion produced by arterial 
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transfusion, the shock of coronary occlusion may 
be combated. 

Arterial blood transfusion can almost immedi- 
ately restore to normal three fundamental ab- 
normalities in the shock state: (1) depleted blood 
volume, (2) reduced arterial pressure, and (3) 
inadequate tissue perfusion. 


SUMMARY 


The arterial route of blood transfusion has been 
utilized with increasing frequency in recent years. 
This report traces the development of this tech- 
nique with a review of the medical literature. It 
is apparent that the powers of resuscitation em- 
bodied in this procedure are great and must be 
borne in mind when one is responsible for the 
care of patients in a critical condition. The indi- 
cations and hazards involved are pointed out, 
along with suggestions for future research. 
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Squamous Cell Carcinoma of the Lip; a Critical 
Statistical and Morphological Analysis of 835 
Cases. JosepH L. BERNIER and MARDELLE L. 
Crark. Mil. Surgeon, 1951, 109: 379. 

An excellent critical, statistical, and morpholog- 
ical analysis of 835 cases of malignant epithelial 
lesions of the lip is presented. The study included 
only the lesions occurring on the “‘red zone.” The 
study extended from 1918 through 1948. 

The most important factors disclosed by this 
study were as follows: 

1. Squamous cell carcinoma of the lip occurring 
in young patients and treated in the early stages 
of development responded in a high rate of cure. 
The 3-year ‘“‘cure” rate among these patients, in- 
cluding a small number of older civilians and re- 
tired soldiers, was 92.3 per cent; the 5-year cure 
rate was 82.1 per cent. 

2. The average age of the World War II soldiers 
with carcinoma of the lip was 37 years, which indi- 
cated a tendency toward increasing prevalence of 
lip cancer with advancing age. 

3. Less than 1 per cent of the patients were 
negroes, which offers almost conclusive evidence of 
the infrequency of carcinoma of the lip in negro 
males. 

4. Ninety-four per cent of the patients with data 
(560 of 594) used tobacco in some form, but only 
15 per cent of these smoked pipes. In a control 
group of men with comparable average age who 
had no carcinomas of the lip, 38 per cent were pipe 
smokers. 

5. Among 611 soldiers for whom nativity could 
be determined, 72 per cent were born in states 
south of 40 degrees latitude, and 51 per cent were 
born in southern states which contributed only 27 
per cent of the army population during World War 
II. 

6. Regardless of the geographic region of birth, 
patients with ruddy or fair complexions predom- 
inated in the series, and the combination of blonde 
or brown hair, blue or gray eyes, and fair or ruddy 
complexions was found in a majority of 545 pa- 
tients with data (52%). 

7. The migration factor was unimportant since 
most of the soldiers had spent their early years in 
the area of birth. However, the areas in the United 
States in which the soldiers had served longest were 
largely those receiving 60 per cent or more of the 
possible annual sunshine. Sixty-two per cent of the 
men who had served overseas had been in tropical 
or subtropical areas for at least 6 months. 
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8. It was indicated from the statistics that the 
ruddy and fair complexions with carcinoma were 
more sensitive to the effects of actinic radiation 
than the medium or dark complexions. This may 
result from less protective pigmentation, thinness 
of epithelium, or both, or it may possibly be due to 
a difference in biochemical structure which could 
not be measured in this study. 

9. The lower lip was the site of 778 (94%) of 
821 lesions in 801 patients, the upper lip in 6 per 
cent. Multicentric lesions occurred in 20 patients 
(2.5%). 

to. In this series the treatment was dependent 
upon the availability of the equipment or compe- 
tent therapists rather than choice. Excision was 
used in 85 per cent of the lesions, and it was the 
only treatment used in 74 per cent of the lesions. 
It was combined with x-rays in 8 per cent, with 
radium in 2 per cent, and with both x-rays and ra- 
dium in 1 per cent. 

11. Eighty-three per cent of the lesions exhibited 
senile elastosis either on the mucous membrane 
side, the skin side, or both sides of the lesions. 
Such a high percentage of change, usually attributed 
to senility, in an age group as young as that in 
this study suggests the influence of some factors in 
increasing the local changes. It is entirely possible 
that sunlight should be considered important in this 
respect. 

12. Only 14 per cent of the lesions could be 
classified as grades 3 and 4, a point of significance 
with respect to the high “cure” rates reported. 
This classification was according to the method of 
Broders. 

This study supported the belief that squamous 
cell carcinoma of the lip is essentially a tumor of 
low grade malignancy affording an excellent prog- 
nosis provided protection is early and treatment 
adequate. 

The study is variable in that each of the 835 
lesions in this series was studied microscopically, 
and important histopathological features were noted 
and entered in the Registry of Oral Pathology of the 
American Dental Association and the files of the 
Armed Forces Institute of Pathology. 

Joun E. Karasin, M.D. 


Dentigerous Cyst with Ameloblastoma. Report of 
a Case. JosepH W. Baitry. Oral Surg., 1951, 4: 
1122. 


A very interesting case of dentigerous cyst with 
ameloblastoma is reported. 

The patient, a boy of 17, complained of pain and 
swelling of the maxilla on the left side. The growth 
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had been recognized by the patient at the age of 14, 
but had not become painful until 10 days before the 
present examination. 

The physical findings and laboratory eanminstions 
were essentially normal. X-ray examination re- 
vealed a large area in which were seen teeth and 
many small radiopaque formations. The roentgeno- 
graphic diagnosis was “‘cystic odontoma.” At opera- 
tion, orthodox procedures were followed to remove 
the growth. The pathologic diagnosis, from speci- 
mens submitted, was “inflamed dentigerous cyst.” 

Examinations by an oral pathologist revealed: 

1. Anormally formed root of a tooth eccentrically 
placed within the central cavity and attached to the 
wall. This root was seen to be covered in part by 
epithelium which formed an epithelial attachment, 
and in part by connective tissue. The connective 
tissue showed no organization comparable to that 
seen in a periodontal membrane. 

2. In one area of the cyst epithelium, densely 
packed and rather close to the free surface, was seen 
a rather large nest of basal type cells. This tissue 
was believed to be proliferating and was inter- 
preted as early neoplasia. 

Diagnosis. Lateral dentigerous cyst with amelo- 
blastoma originating in cyst epithelium. 

FREDERICK W. MERRIFIELD, M.D., D.D.S. 


Subtotal Parotidectomy for Mixed Salivary Tumor. 
Howarp H. EpprEy. Austral. N. Zealand J. Surg., 
IQSI, 21: 13. 

Any operation designed to remove a mixed sali- 
vary tumor of the parotid gland must satisfy 2 
criteria: removal of the tumor must be complete 
and the facial nerve must not be damaged. Subtotal 
parotidectomy fulfills the first criterion in that an 
adequate amount of normal tissue surrounding the 
tumor, which is almost always situated in the super- 
ficial lobe of the gland, is removed. The second 
criterion can be satisfied if the operator possesses an 
accurate knowledge of the surgical anatomy of the 
facial nerve in relation to the parotid gland, and if a 
technique is followed which ensures early and con- 
stant visualization of the nerve and its branches. 

With use of the surgical technique described, the 
author performed g subtotal parotidectomies for 
mixed salivary tumors without any resultant perma- 
nent facial paralysis. No patient developed a sali- 
vary fistula and no case of Frey’s syndrome occurred. 

SAMUEL Kaan, M.D. 


EYE 


The Results of Various Operative Procedures in 
Acute Congestive Glaucoma. HERMAN KRIEGER 
GoLpBERG. Am.J.Ophth., 1951, 34: 1376. 


The author discusses the results of various oper- 
ative procedures performed for acute congestive 
glaucoma. 

He points out that the immediate objectives are 
to conserve vision, to relieve pain, and to arrest the 
progress of the condition. 
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He found that posterior sclerotomy and sclerec- 
tomy are not benign operative procedures. As a 
matter of fact, failures occurred in 29 among 32 
patients operated upon in this manner. 

The results of surgery in their series of 157 cases 
of acute glaucoma were as follows: of 23 posterior 
sclerotomies combined with various anterior segment 
operations, only 3 (13 per cent) were successful. 

Of 9 posterior sclerectomies combined with some 
secondary operation, all were unsuccessful. 

Of 10 patients operated upon by the trephining 
operation, only 2 obtained successful results. These 
cases were advanced and severe so that their opera- 
tive prognosis from any type of operation was poor 
anyway. 

Of 46 patients operated on by iridectomy, 81 per 
cent obtained successful results. 

The 58 patients operated on by iridencleisis repre- 
sented a more severe group of cases than those 
operated on by iridectomy. The results were unsuc- 
cessful in 78 per cent of the cases in this group. 

It was found that the condition is frequently bi- 
lateral. The incidence of bilaterality was 72 per cent 
and both eyes were affected within 6 months. Two 
cases in which the disease was unilateral and in 
which the results were successful revealed the pres- 
ence of a malignant melanoma after enucleation. 
JosHvua ZucKERMAN, M.D. 


Optical Behavior of Sclera Transplanted intoCornea. 
J. E. Winketman. Am. J. Ophth., 1951, 34: 1379. 


The author reports on the behavior of the sclera 
when it was transplanted into the cornea in a series 
of 15 rabbits. He points out that the stroma of the 
cornea is composed of lamellae built up of bundles of 
collagenous fibrils, the scleral fibrils being packed 
more closely. The lamellae of the cornea run in a 
regular manner parallel to the corneal surface; the 
bundles of the sclera present many oblique and 
transverse crisscrossing loops. 

The essential difference between the cornea and 
the sclera is the difference in their optical properties. 

The water content of the cornea and sclera is very 
important for their optical behavior. The cornea is 
held in a state of dehydration by its two semiperme- 
able membranes, the epithelium and endothelium, 
but the sclera is swollen to its full water content. 
When the sclera is dehydrated, it becomes trans- 
parent. 

Autotransplants of scleral tissue into the cornea 
tend to lose their opaqueness and to become more or 
less transparent. 

All the grafts, except for one, healed perfectly. In 
most of the cases, the graft was completely covered 
by the corneal epithelium 4 to 6 days after removal 
of the sutures; in some cases it took a longer time. 

First a white ring of cloudiness formed around the 
transplant, separated by a perfectly clear zone. The 
clear zone between the transplant and the white ring 
gradually became opaque and the white ring became 
invisible. Then the scleral graft lost its dense white 
aspect and became transparent in some places. 




















Finally, the whole graft became transparent but the 
transparency did not reach the ideal transparency 
of the cornea. 

The transplant cleared in two ways: it became 
smaller and transparent spots developed within its 
opaque tissue. 

Vascular ingrowth into the cornea and into the 
transplant occurred in most of the animals. 

JOsHUA ZUCKERMAN, M.D. 


Malignant Melanoma of the Choroid and Ciliary 
Body: a Study of 2,535 Cases. HrLENOoR CAmMpP- 
BELL WILDER and ELEANOR V. Paut. Mil. Surgeon, 
1951, 109: 370. 

The authors present a statistical study of 2,535 
cases of malignant melanoma of the choroid and 
ciliary body as seen by the Armed Forces Institute 
of Pathology. 

The first part of the article deals with the inci- 
dence of melanomas with regard to age, race, and 
sex. The figures show that sex has no significant 
bearing on incidence; age and race were of marked 
importance. Only 0.4 per cent of the tumors occurred 
in the colored race. The age grouping was as follows: 
(a) very rare under 20 years of age; (b) 17 per cent 
under 4o years of age; (c) 71 per cent from 4o to 70 
years of age; and (d) 12 per cent over 70 years of age. 

The second part of the article deals with the cell- 
fiber and pigment classification by Callender and 
Wilder, and its significance and prognosis.. ‘The 
cellular division of these tumors is as follows: 
(1) spindle types a and b; (2) fasicular; and (3) epi- 
theloid. The most malignant tumors are epitheloid, 
and the least malignant are the spindle type a. The 
increase in the pigmentation increased the malig- 
nancy, and the fiber content indicated rapidity of 
growth. Heavy fiber content showed a low degree 
of malignancy, and absence of fiber showed a very 
high degree of malignancy. Eart H. Merz, M.D. 


EAR 


Observations on Anatomy of the Tympanic Plexus 
and Technique of Tympanosympathectomy. 
PAUL FRENCKNER. Arch. Otolar., Chic., 1951, 54: 
347- 


Tympanosympathectomy is a surgical procedure 
designed to give relief in severe tinnitus. In this 
operation, the promontory is scraped clean with 
different instruments. This is sufficient if the tym- 
panic nerve and its branches lie in open grooves on 
the surface. With the aid of staining procedures and 
magnification, however, the nerve filaments often 
can be shown running irregularly through covered 
bony canals. The entire nerve may be covered or 
just a portion of it. This being true, simple scraping 
of the mucosa of the promontory is not sufficient in 
many Cases. 

Variations in the course of the nerves and the 
degree of myelinization occur. The course is never 
the same in 2 cases. The vestibular anastomotic 
branch is inconstant. The acoustic anastomotic 
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branch is more constant and can be found running 
toward the anterior part of the round window. 
Ossium tetroxide is used to stain this plexus of nerves. 
When there is a lack of myelin, the course of the 
filaments may be vague, as the stain is not taken up 
readily. 

With the aid of the stain, magnification, and spe- 
cial instruments designed for the fine work, radical 
extirpation of all the tympanic plexus is feasible. 
Care must be taken, of course, to avoid injuring the 
jugular bulb, ossicles, facial vein, and cochlea. 

By means of radical curettage of the plexus the 
author hopes to be able to contribute to the decision 
as to whether or not this operation has significance 
in the abatement of tinnitus. 

Joun R. Linnsay, M.D. 


NOSE AND SINUSES 


Lymphoepithelioma of the Nasopharynx. Error A. 
TuHompson. Arch. Otolar., Chic., 1951, 54: 390. 


Lymphoepithelioma occurs anywhere in Waldey- 
er’s ring of lymphoid tissue. Although it was origi- 
nally thought to occur more frequently in men, this 
predominance is less pronounced now. The tumors 
occur at all ages. The age group between 30 and 60 
years is most commonly affected. Nasopharyngeal 
tumors constitute from 0.3 to 0.4 per cent of all 
carcinomas. 

The primary growth is usually small, and flat or 
polypoid. It is obscure and silent, spreading by 
direct local extension, by lymphatics, and by way 
of the thoracic duct into the blood stream. Metas- 
tases usually occur before obtrusive symptoms from 
the primary tumor are observed. 

Microscopically, 5 types of tumor have been de- 
scribed, originating in the nasopharynx. These are 
the epidermoid carcinoma, the lymphoepithelioma 
which includes the transitional cell, Regaud and 
Schminke tumors, and the lymphosarcoma. The 
lymphoepithelioma group are clinically indistin- 
guishable. The epidermoid carcinoma has cells in 
alveolar formation with mosaic cell structure. These 
cells are numerous and tend to keratinize. There are 
intercellular bridges. Growth is not rapid. The 
transitional cell carcinoma has numerous epithelial 
cells with only slight association to lymphocytes. 
The cells do not keratinize and have no intercellular 
bridges or reticular fibrils. Local growth is rapid 
with necrosis and ulceration. The Regaud lympho- 
epithelium has epithelial cells in sheets and columns. 
They tend to form a syncytium embedded in stroma 
rich in lymphocytes. The tumor has a slow growth 
and is rare. The Schminke tumor has only a few 
epithelial elements diffusely scattered through a 
dense lymphocytic infiltration. It is slow growing 
and rare. The lymphosarcoma is characterized by 
a diffuse mass of large round cells with no alveolar 
formation. Many mitoses are seen. There are only 
a few ill-defined epithelial cells. The reticular inter- 
cellular fibrils are pathognomonic. Necrosis is 
common. 
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Diagnosis is usually made late. In the fully devel- 
oped pathologic pictures, the approximate frequency 
of the groups of symptoms is as follows: metastatic 
cervical lymph nodes, 70 per cent; otologic symp- 
toms, 49 per cent; nasopharyngeal symptoms, 40 per 
cent; and ophthalmoneurologic symptoms, 38.8 per 
cent. In 50 per cent of the advanced cases, diagnosis 
can be augmented with x-rays of the base of the 
skull. Enlargement of the sphenoidal foramens, ero- 
sion of the basiocciput, and destruction of the petrous 
tip can often be seen. 

The interval from the appearance of the first 
symptom until the exact diagnosis is made varies 
from 1 to 6 years. If the diagnosis is made early and 
treatment instituted, a large percentage of the pa- 
tients will live 5 years or longer. 

Roentgen therapy is the treatment of choice. The 
initial course of treatment should be of maximum 
amount. This usually requires 4,000 roentgens or 
more in air through indicated portals. The inter- 
cavitary application of radium may also be effi- 
cacious. 

Four cases of lymphoepithelioma of the naso- 
pharynx are presented. One case is discussed in 
detail. Joun R. Linpsay, M.D. 


NECK 


Metastasizing Goiter, ‘‘Huerthle Cell’? Tumor of 
the Thyroid and Skull. R. Cuntrrre SHAw. 
Brit.J .Surg., 1951, 39: 25. 

Metastasizing tumors of the thyroid may be 
divided into two groups: (1) those associated with 
the well recognized forms of malignant disease of the 
gland, and (2) a rare group of atypical tumors 
showing metastatic propensities. This latter group 
were frequently classified as benign metastasizing 
goiter, a concept that associated the normal thyroid 
gland or one presenting simple goiter with distant 
metastases which had assumed some of the charac- 
teristics of malignant neoplasms. It has been shown 
that in every case in which the metastasis was re- 
lated to the thyroid in structure, careful examination 
could detect a tumor in that gland, and therefore the 
atypical metastasizing goiters form a special group 
themselves, belonging to the “latent cancer” type 
described by Carrel in rg01. They are all potentially 
malignant neoplasms in so far as they metastasize 
sooner or later. A peculiar feature is the occurrence 
of secondary growths often remote in position located 
in bone, and which, though locally invasive, may only 
displace the histological elements around the secon- 
dary focus. On the other hand, the primary lesion 
in the thyroid is generally slow-growing and of neg- 
ligible size and clinical import compared with the 
metastases. 

A perusal of the clinical history of these cases 
shows that a thyroid lesion may exist for many years 
before the primary tumor is removed by operation 
or death has occurred from the metastases. It is 
equally clear that the metastases show a tendency 
toward displacement of the host tissues rather than 
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infiltration. Moreover, when local infiltration of the 
growth takes place, such as in the skull and the scalp, 
spread from the primary focus is comparatively slow 
relative to the enormous vascularity of the tumor, 
and equally remarkable is the absence of other 
secondary growths. 

Clinically there is a striking difference between 
metastasizing goiters and true cancers of the thyroid. 
In the former the primary lesion of the thyroid is 
generally inconspicuous and gives rise to no symp- 
toms, whereas the secondary tumor, often in bone, 
is the first lesion detected and in some cases the only 
one the patient or clinician is aware of; moreover, 
many of the patients remain in good health until 
gross secondary pressure symptoms develop from a 
distant metastasis. On the other hand, carcinoma 
of the thyroid gives striking proof of the local 
development of the primary tumor and also of the 
regional secondary nodes, together with evidence of 
malignant cachexia. In a few cases parastruma of 
the so-called Huerthle-cell type may be associated 
with a thyrotoxic syndrome. 

From the point of view of treatment, resection of 
the primary thyroid tumor in the case of metasta- 
sizing goiters is clearly indicated. This emphasizes 
the importance of an early biopsy in the case of 
obscure neoplasms arising in the skull and other 
bones, and the exploration of the thyroid, no matter 
how small the gland would appear to be, if there is 
evidence of struma or parastruma which is metasta- 
sizing to the bone tissue. 

BENJAMIN GOLDMAN, M.D. 


Parathyroid Adenoma. CLAuDE C. BLACKWELL. Am. 
J. Surg., 1951, 82: 439. 

The first successful surgical removal of a para- 
thyroid adenoma by Mandl in 1925 aroused wide- 
spread clinical interest in hyperparathyroidism. In 
1880 Sandstrom first described and named the para- 
thyroid glands, and Askanazy in 1904 was the first 
to associate skeletal lesions with the finding of a para- 
thyroid tumor. Although hyperparathyroidism is of 
relatively rare occurrence, its recognition is of the 
utmost importance because the variety of sequelae 
which often follow in its wake may lead to serious 
disability or death. 

The distinct clinical entity of hyperparathyroid- 
ism has been divided into two types, primary and 
secondary. Primary hyperparathyroidism signifies 
a state in which the production of parathyroid hor- 
mone exceeds the need. Secondary hyperparathy- 
roidism signifies the condition in which the greater 
than normal production of parathyroid hormone is 
a compensatory response to an increased demand, 
i.e., in rickets, osteomalacia, calcium deprivation due 
to diet, pregnancy, lactation, and chronic nephritis. 

Although adenomas have been removed from pa- 
tients aged from 14 to 77 years, they are most 
commonly encountered in individuals between the 
ages of 30 and 60 years. They are found more often 
in females than in males and statistical reviews re- 
veal that the average duration of symptoms prior to 
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their discovery ranges from 5 to 7 years, evidence 
of the rather insidious onset and course of the 
disorder. 

Symptoms due to hyperparathyroidism are logi- 
cally divided into the following groups: (1) those 
referable to the skeletal system; (2) those referable 
to the urinary tract; and (3) those referable to hyper- 
calcemia per se. 

It should be remembered that even in some cases 
of severe hyperparathyroidism there is no evidence 
of bone disease. In hyperparathyroidism the bone 
disease, when present, is the result of increased 
absorption rather than decreased formation of bone. 
The increased metaplasia of bone is reflected by a 
rise in the serum alkaline phosphatase. Skeletal de- 
calcification of all degrees may be encountered. 

In recent years the importance of urinary compli- 
cations in hyperparathyroidism has been widely 
recognized. Increased excretion of calcium and 
phosphorus usually results in symptoms of polyuria 
and polydipsia which at times have resulted in a 
mistaken diagnosis of diabetes insipidus. Due to 
hypercalciuria and hyperphosphaturia the danger of 
the formation of urinary calculi is ever present. 
Deposition of calcium may take the form of nephro- 
lithiasis or nephrocalcinosis, with resultant varying 
degrees of renal insufficiency. 

Hypercalcemia per se is manifested by such 
symptoms as general malaise, asthenia, and vague 
muscular pains and aches which are associated with 
a decrease in neuromuscular excitability. This is 
just the reverse of the increased neuromuscular 
excitability occurring in hypocalcemia, such as that 
occurring in parathyroid tetany. The serum calcium 
level may rise as high as 18 mgm. per cent. The 
normal serum calcium value is from 9 to 11 mgm. 
per 100 c.c. and the normal phosphorus level is from 
3.2 mgm. to + o.5 mgm. In addition to the afore- 
mentioned symptoms, others of a nonspecific nature 
such as anorexia, indigestion, constipation, and 
nausea and vomiting are often present. 

Although the usual case of hyperparathyroidism 
runs a rather chronic course, acute attacks may 
occur. This state, referred to as “hyper-hyperpara- 
thyroidism,”’ presents a clinical picture which closely 
parallels that resulting from acute parathyroid in- 
toxication in the experimental animal. The train of 
events is as follows: a rapidly increasing serum cal- 
cium level, inspissation of the blood, failure of uri- 
nary phosphate excretion, increase in the serum 
phosphorus, combined high serum calcium and high 
serum phosphorus, with final precipitation of calcium 
phosphorus, and, finally, precipitation of calcium 
phosphates into the tissues and chemical death, as 
outlined by Albright. In rare instances acute para- 
thyroid intoxication may occur spontaneously. More 
often improper therapy, i.e., the use of a high calcium 
diet in a patient with hypercalcemia, precipitates 
this disorder. To avoid the occurrence of this acute 
state, early surgery in hyperparathyroidism is recom- 
mended. However, once the condition has occurred, 
continuous intravenous administration of saline solu- 
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tion and a low calcium diet will prove to be meas- 
ures of value. 

Embryologic and anatomic features of the para- 
thyroid gland are discussed and the pathologic 
physiology of hyperparathyroidism is reviewed. 

Early recognition of hyperparathyroidism is essen- 
tial if serious renal and skeletal complications are to 
be prevented. As the disease remains unrecognized, 
renal insufficiency progresses and may become irre- 
versible. All cases of renal lithiasis should be studied 
with the possibility of hyperparathyroidism in mind. 
A more widespread use of the Sulkowitch test is 
advocated. 

The treatment of hyperparathyroidism is surgical. 
Removal of the hyperfunctioning parathyroid ade- 
noma affords prompt correction of this abnormal 
state. Successful management depends upon close 
co-operation of the internist, pathologist, and sur- 
geon. 

Two cases are presented illustrating features in 
the surgical management of parathyroid adenoma. 

Joun E. Krrxpatrick, M.D. 


The Effect of Thyroidectomy on the Hepatic Syn- 
thesis of Vitamin A. Experimental Studies in 
Dogs (Effet de la thyroidectomie sur la synthése 
hépatique de la vitamine A. Etude expérimentale 
chez le chien). K. KowALewsk1, E. HENROTIN, and 
J. VAN GEERTRUYDEN. Acta gastroenter. belg., 1951, 
14: 607. 

In several previous articles the authors reported 
their studies on the metabolism of vitamin A and 
the influence of the thyroid hormone on the blood 
level of vitamin A. It has been known by the work 
of other investigators that the administration of 
vitamin A in high doses possesses an antithyroxic 
effect and decreases the symptoms of hyperthyroid- 
ism. Furthermore, observations are on record of 
hypercarotinemia in cases of hypothyroidism. In 
animal experiments it has been demonstrated that 
vitamin A inhibits the metabolic action of thyroxin. 
However, in contrast to the apparent antagonism 
between thyroxin and vitamin A, it could not be 
shown that thyroidectomy causes an increased 
storage of vitamin A in the liver. In a previous 
article, one of the authors reported on the influence 
of thyroxin and propylthiouracil on the storing of 
vitamin A in the liver of rats. He found that 
propylthiouracil increases the depletion of vitamin 
A in the liver, and that thyroxin permits a better 
utilization of ingested carotene as well as increased 
storage of vitamin A in the liver. 

In the present article the authors report on a series 
of experiments designed to study further the influ- 
ence of thyroid hormone on the conversion of 
carotene into vitamin A. 

A colloidal solution of betacarotene was injected 
in the portal vein of 5 thyroidectomized and 5 con- 
trol animals. Blood specimens were taken from the 
portal, hepatic, and femoral veins before, and 60 
and 120 minutes after, the injection of carotene, and 
the concentration of vitamin A and carotene was 
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determined in the specimens as well as in a biopsy 
taken from the liver. 

In the normal control animals synthesis of’ vita- 
min A in the liver from the provitamin could be 
demonstrated; in the thyroidectomized dogs the 
carotene level was elevated in the blood as well as 
in the liver tissue but no increase of vitamin A took 
place in either. 

These interesting experiments prove that thyroid 
hormone is necessary for the transformation of 
carotene into vitamin A. The hypercarotinemia 
found in myxedematous patients and in thyroi- 
dectomized animals can be explained by nonutiliza- 
tion of the provitamin. 

WERNER M. Sotmitz, M.D. 


Erosion of the Esophagus by an Intrathoracic 
Goiter. Morris Davipson and Jack L. TuRNER. 
Ann. Otol. Rhinol., 1951, 60: 631. 


A case report of erosion of the esophagus by an 
intrathoracic goiter is presented. X-rays revealed a 
large intrathoracic goiter with some calcification. 
Physical examination revealed a large goiter mass in 
the neck. Esophagoscopy revealed puddling of the 
mucus in the pyriform sinuses. This examination 
also revealed a moderate bolus of meat which was re- 
moved through the esophagoscope. Four centimeters 
below the cricopharyngeus on the left posterior 
esophageal wall a smooth mass was noted protruding 
into the lumen of the esophagus. A portion of this 
mass was removed for study. The pathological re- 
port revealed the presence of thyroid tissue with 
calcific foci. No esophageal wall or mucosal lining 
was seen. 

This patient refused surgical treatment and was 
symptom-free when last seen. A review of the 
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literature fails to reveal a previously reported case 

of invasion of the esophagus by an intrathoracic 

goiter as proved by esophagoscopy and by biopsy. 
Epmunp R. DonocuuE, M.D. 


Clinical Appraisal of Lymphoma Coli (Zur klinis- 
chen Wertung der Lymphomata colli). M. THIELE- 
MANN and R. Maurer. Dert. med: Wschr., 1951, 76: 
1135. 

Lymphoma of the neck is not infrequently a sequel 
of a tumor or an acute or a chronic inflammation. 
Unilateral appearance of a lymphoma points to a 
local process, such as a tonsillar abscess or tumor, 
whereas a bilateral condition suggests a chronic 
infectious process. Acute infections produce painful 
lymphomas while tumors, syphilis, tuberculosis, 
and leucoses lead to indolent lymphomas. Only a 
thorough clinical examination, supported by lab- 
oratory studies, is able to establish the correct dia- 
gnosis. 

The authors illustrate with case histories certain 
diagnostic pitfalls. A positive tuberculin reaction 
does not necessarily prove the specific nature of a 
lymphoma which may be caused by nonspecific ton- 
sillitis. Conversely, a tuberculous lymphoma should 
focus the physician’s attention on the tonsils as the 
most frequent primary site of tuberculosis in such 
cases. A painful lymphoma which accompanies an 
inflammatory peritonsillar reaction may lead to an 
erroneous diagnosis of a tonsillar abscess while in 
reality a sarcoma of the tonsil is present. Decom- 
position and necrosis of metastasis in a lymph node 
may suggest the diagnosis of tuberculous lymphoma. 
A mixed tumor of the salivary glands located in the 
upper cervical triangle may be mistaken for a 
lymphoma of the neck. JosEpH K. Narat, M.D. 




















BRAIN AND ITS COVERINGS; CRANIAL 
NERVES 


Carotid Cavernous Aneurysm (El aneurisma caro- 
tideo cavernoso). F. CASTELLANO and G. RUGGIERO. 
Fol. clin. internac., 1951, 1: 331. 


This article is an extensive study of 11 cases of 
carotid cavernous aneurysm. The clinical, roentgen 
and therapeutic data are reviewed. These agree 
with those of previous reports as regards the symp- 
tomatologic findings, the results showing that there 
is an abrupt acute onset in the spontaneous cases 
and an insidious onset in the traumatic group. In 
the spontaneous group the outlook is usually very 
grave. There are frequently hypertensive and ar- 
teriosclerotic changes, which make the circulatory 
conditions of the cerebrum precarious. Arterio- 
graphic studies are required in order to gain knowl- 
edge of the position and size of the lesion, the ana- 
tomic relationship, and the cerebral circulatory 
status. Arteriograms on the axial projection are 
believed essential. 

Treatment is conservative or surgical. The for- 
mer type, however, appears rather unsatisfactory. 
The surgical approach consists in a preliminary 
ligation of the common carotid artery followed by 
ligation of the internal carotid artery either in the 
neck or in the cranium. The value of the procedure 
is attributed to the fact that preliminary ligation of 
the common carotid artery permits adjustments to 
the collateral circulation obtained from the opposite 
side. STEPHEN A. ZIEMAN, M.D. 


Treatment of Severe Traumatic Lesions of the 
Brain (Acerca del tratamiento de las lesiones cere- 
brales traum4ticas cerradas y recientes). W. 
ToEnnis. Fol. clin. internac., 1951, 1: 315. 


It is believed that the terms ‘‘concussion” and 
“contusion” should be discarded, as “reversible” 
and “‘irreversible” more aptly express the true con- 
dition in brain injuries. Nor should the depth or 
duration of unconsciousness be a measure of the 
gravity of a lesion. In some instances very grave 
brain injuries may be sustained but the patient 
never loses consciousness and dies within a few 
hours. The same is true about alteration in urine 
output, water or sugar balance, or any other single 
symptom. It is only when an assay is made of all 
objective and subjective signs that a satisfactory 
prognostic conclusion can be reached. 

Treatment of these brain injuries may be divided 
into two methods of attack, the one referable to the 
circulation and the other to the metabolism. The 
circulation phase considers a primary period of 
shock, followed by a stage in which there is an al- 
teration in the regular circulation with a transition, 
lastly, into a period of convalescence. The meta- 
bolic approach looks to the maintenance of water 
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balance, and the replacement of carbohydrates and 
protein by the judicious use of whole blood, dextrose, 
hormones, insulin, and similar materials. 

The article is based on 422 cases observed during 
the period from 1946 to 1950. Among these there 
were 18 deaths, and 52 simultaneous complications 
and other grave lesions. A breakdown is made of 
these cases with compilations of the results obtained 
from the therapeutic approaches mentioned and 
their evaluation. STEPHEN A. ZIEMAN, M.D. 


Hemispherectomy in the Treatment of Infantile 
Hemiplegia. Sir Hucn Cairns and M. A. Davip- 
son. Lancet, Lond., 1951, 261: 411. 


Infantile hemiplegia is the resultant state of 
various pathological conditions affecting the cerebral 
hemisphere before or during birth, or in the first 
few years of life. In 1938 cerebral hemispherectomy 
was first performed for this condition by McKenzie; 
in 1947 Krynauw began using the procedure and 
reported 12 cases in the following 3 years. The 
present article adds to the literature 3 carefully 
studied cases which further demonstrate that the 
condition may be satisfactorily treated by this 
operation. 

The type of patient considered here is the in- 
fantile hemiplegic in whom the hemiplegia has been 
fully established and in whom there are convulsive 
seizures and mental abnormality. The limbs are 
shorter, smaller, and spastic, with a flexion contrac- 
ture of the wrist and probably a talipes equinus. 
Crude mass movements may be present in the upper 
extremity with loss of voluntary relaxation of the 
grip, and the patient may walk with a limp. The pro- 
gressive mental deterioration may be due to the 
frequency of epileptic discharges or progressive 
cerebral scarring and atrophy. The affected cerebral 
hemisphere is small with a dilated lateral ventricle 
and there may be porencephalic or subarachnoid 
cysts. The ventricular system may be displaced 
toward the affected hemisphere and the head and 
face are smaller on the affected side. 

A large lateral osteoplastic flap is necessary for 
hemispherectomy. The posterosuperior quadrant 
of the cerebral hemisphere is first removed, and ve- 
nous drainage is obliterated less suddenly than if the 
hemisphere is removed in one piece. The thalamus 
and caudate nucleus are left behind, care being taken 
to preserve the arteries to the basal ganglion which 
arise from the first parts of the anterior and middle 
cerebral arteries. Preservation of the hippocampus 
is important because of its hypothalamic connec- 
tions. Because of a great reduction in the venous 
absorptive channels, the choroid plexus is removed. 
Antibiotics are given to control infection. 

The patients in this series were 7, 19, and 20 years 
old, respectively, at the time of operation. All 3 
have been followed for a year. The fits have ceased 
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and the hemiplegias are no worse; in 2 of the pa- 
tients the involved muscles appear less spastic. 
Each patient’s mentality has improved remarkably. 
Preoperative encephalograms showed grossly ab- 
normal cortical rhythms in both the sound and 
diseased hemispheres; however, postoperatively 
there was marked improvement in the electrical 
activity of the sound one, although still showing some 
degree of abnormality. None of these patients had 
seizures after operation, but all of them have been 
on anticonvulsant medication. Doses of barbiturate 
which previously had had no effect now make the 
patient markedly lethargic. Temporary weakness 
was noted in all extremities but there was no diminu- 
tion of range of motion and strength gradually 
returned to preoperative levels. In 2 patients with 
disease of the right hemisphere there was no change 
in speech due to hemispherectomy. In a third, in 
whom the left hemisphere had been removed with 
subsequent meningitis, the patient became mute for 
weeks only to regain normal speech after 6 months. 

In conclusion it may be said that in any case of 
established infantile hemiplegia with fits uncon- 
trolled by drugs, or in which there is backwardness 
or deterioration in the patient’s intellectual or 
emotional state, hemispherectomy should be con- 
sidered. Preoperative, careful clinical examination 
and air studies must be used to establish that one 
cerebral hemisphere is diseased and the other healthy. 
The results in all 3 of the patients presented here 
were dramatic, for they are happier and more ade- 
quate people as a result of their operations a year ago. 

RICHARD C. SCHNEIDER, M.D. 


Thrombosis of the Dural Venous Sinuses as a Cause 
of ‘‘Pseudotumor Cerebri.’”’ Bronson S. Ray 
and Howarp S. DunBaR. Ann. Surg., 1951, 134: 376. 


The syndrome characterized by increased intra- 
cranial pressure and clear spinal fluid without an 
intracranial neoplasm has been referred to under 
many headings, viz., pseudotumor cerebri, serous 
meningitis, otitic hydrocephalus, toxic hydrocepha- 
lus, and intracranial pressure without brain tumor. 
Clinically most cases have in common headache, 
papilledema, increased cerebrospinal fluid pressure, 
and occasionally transient palsies and convulsions. 
Blurred vision and diplopia may occur. Spinal fluid 
is normal except for the increased pressure; there 
may be minimal cell count or protein content eleva- 
tion. The electroencephalogram may show abnormal 
activity of a nonspecific type throughout both hemi- 
spheres. Pneumoventriculograms show normal or 
small ventricles without displacement or distortion. 
Some of the cases are associated with infections of 
the middle ear or mastoid, infections elsewhere in 
the body, head injuries, or the post-partum state. 
The majority of the patients with this syndrome 
usually recover completely in 8 to 12 weeks, but 
occasionally there are exacerbations over a period 
of years. Either multiple lumbar punctures or sub- 
temporal decompressions must be performed in an 
attempt to relieve headache and preserve vision. 
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Four patients with this syndrome have been 
studied by sagittal sinus venography and it has been 
possible to demonstrate thromboses in the posterior 
half of the superior sagittal sinus or dominant trans- 
verse sinus with resultant obstruction to the venous 
outflow of the brain. 

The method of dural sinus venography previously 
published by the authors consists of making a mid- 
line burr hole and injecting 35 per cent diodrast solu- 
tion into the anterior portion of the superior sagittal 
sinus through a catheter introduced into the sinus. 
Normally the contrast medium passes backward 
through the superior sagittal sinus to the torcular 
Herophili and thence through both transverse sinuses 
into the internal jugular veins. The cerebral veins 
and other dural sinuses do not fill unless there is 
some obstruction in the superior sagittal or trans- 
verse sinuses. Normal venous pressure in the sinus 
is 100 to 150 mm. of saline. 

Study of the 4 cases presented here brings to at- 
tention several variations in the clinical pattern of 
thrombosis of the dural venous sinuses, which re- 
sults in increased intracranial pressure. Symptoms 
will depend upon whether the thrombus is aseptic or 
infected and upon how rapidly and extensively oc- 
clusion of the venous system occurs. If thrombosis 
occurs slowly there is opportunity for the develop- 
ment of collateral circulation which results in a 
slower increase in intracranial pressure. 

It has been thought in the past that drainage of 
the superior sagittal sinus and its tributary veins 
tends to be primarily by the right transverse sinus, 
but sinus venography does not always bear this out. 
Thrombosis in one transverse sinus will lead to in- 
creased venous pressure and secondarily to increased 
intracranial pressure, if the other transverse sinus is 
absent or inadequate for drainage of the superior 
sagittal sinus. 

Recovery in patients with thrombosis of the 
posterior portion of the superior sagittal sinus or of a 
dominant transverse sinus appears to be primarily 
dependent upon the development of collateral chan- 
nels for venous drainage of the brain. Possibly 
recanalization of the thrombosed sinus may occur, 
but in 2 of the cases presented the late venograms 
do not indicate that this occurred sufficiently to con- 
tribute to the patients’ recovery. The authors be- 
lieve that the anastomotic venous channels available 
for the development of collateral circulation are 
voluminous and are the most important factors in 
recovery. 

Spontaneous recovery from thrombosis of the 
dural sinus occurs in most cases, but subtemporal 
decompression may relieve headache and preserve 
eyesight. In suspected cases sinus venography should 
be performed and if the diagnosis is established, 
heparin and dicumarol should be employed. If there 
is progression in spite of this, surgical removal of the 
thrombus may be indicated, and although reforma- 
tion of the thrombus may occur it does not appear to 
be as extensive as the original one. If the thrombus 
is infected, antibacterial therapy, of course, should 
























be instituted after blood culture has been procured 
in an attempt to identify the organism. 
RicHARD C. SCHNEIDER, M.D. 


Oligodendroglioma with Extracranial Metastases. 
T. G. ILttyp JAMES and WALTER PacEL. Brit. J. 
Surg., 1951, 39: 56. 

Metastases limited to the central nervous system 
from cerebral gliomas appear to be not uncommon. 
Medulloblastomas appear to be the most common 
tumors that may have this pathogenesis. Oligo- 
dendrogliomas are apt to metastasize less commonly 
intracranially, but when these tumors do metastasize 
they usually spread by way of the cerebrospinal 
pathways. 

By contrast, extracranial metastases from gliomas 
are extremely rare, and in this article the authors 
present a case which is believed to be the first case of 
oligodendroglioma with extracranial metastases to 
be found in the literature. 

The case reported was that of a 25-year-old woman 
who had suffered intermittent headache for 3 years 
prior to her first operation, and in addition had 
diplopia, giddiness, weakness, and clumsiness of the 
left hand for 3 months prior to admission. Upon 
examination at that time she had papilledema, 
spastic paresis of the left arm and leg, left astereog- 
nosis, and a loss of joint sense in the left leg. 

A right osteoplastic craniotomy revealed a right 
parasagittal tumor which was removed. Histolog- 
ically it was described as: ‘‘A cellular growth; ele- 
ments not quite mature suggesting the probability 
of local recurrence. Cells in histological detail and 
arrangement were consistent with oligodendroglioma 
rather than secondary carcinoma.” The patient was 
subsequently delivered of a normal healthy baby 
boy, but over a period of 4 more years had two more 
craniotomies with excision of a cerebral tumor and 
between these procedures had a course of x-ray 
therapy. 

The patient finally succumbed 7 years after the 
onset of her first symptoms. At postmortem exam- 
ination a huge fungating right parietal tumor was 
found which had extended downward into the right 
lateral ventricle and outward into the subdural space 
and into the scalp. Metastases had involved the 
lung, the hilar lymph nodes, the femur, and the 
cervical lymph nodes. 

Anatomical evidence for the case was based on: 
(1) three biopsies of the brain tumor over a period of 
5 years, (2) a biopsy of a cervical lymph node 3 
months antemortem, and (3) the postmortem exam- 
ination. The microscopic sections were reviewed 
carefully and good photomicrographs are included 
in the article. The main features of all observations 
were: (a) the unusual clinical course, (b) the con- 
sistency of the histological pattern of all manifesta- 
tion of growth observed over a period of 5§ years, 
and (c) the demonstration by the Hortega methods 
of elements consistent with those seen in oligoden- 
droglioma, in the absence of any reticulin formation 
by tumor cells. Ricnarp C. SCHNEIDER, M.D. 
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Pituitary Tumors; Observations on Large Tumors 
Which Have Spread Widely Beyond the Con- 
fines of the Sella Turcica. HucH C. Trumste. 
Brit. J. Surg., 1951, 39: 7. 

Thirteen specimens of pituitary tumors were pro- 
cured at postmortem examination, and relationships 
of the neoplasm to the surrounding structures were 
preserved. This was accomplished after removal of 
the skull cap by chiseling through the base of the 
skull along a line passing from the crista galli across 
the orbital roof to the outer part of the sphenoid 
ridge and then backward to cross the petrous bone 
well outside its midpoint and to the foramen magnum 
behind the condyles. After studying these specimens 
an attempt was made to describe how tumors in this 
region grow beyond the boundaries of the sella 
turcica and involve the adjacent tissues. Numerous 
diagrams and photographs portray these relation- 
ships beautifully. 

An evaluation of the size of the neoplasm may be 
of importance in determining the operative approach 
to the lesion. It was stressed that there should be a 
careful clinical examination including an ophthal- 
mological opinion regarding the fundus and visual 
fields. It was observed that growths may attain a 
great size with little or no distortion of clinical func- 
tion. The value of adequate roentgenograms and 
pneumography wasindicated. Although angiography 
was not used in the diagnosis of the cases it was em- 
phasized that the procedure might be of great aid 
not only in localizing the lesion but also in discover- 
ing the disposition of major vessels in relation to 
the tumor. 

The most satisfactory operative approaches are 
described in detail, particularly with reference to 
the size and location of the tumor. Problems effec- 
tively dealt with at some length include: the trans- 
sphenoidal attack versus the various types of osteo- 
plastic craniotomy for complete accessibility to the 
lesion, frontal lobectomy as a means of assuring 
adequate exposure, and the advantages and limi- 
tations of extracapsular versus intracapsular meth- 
ods of removal. RIcHARD C. SCHNEIDER, M.D 


Evaluation of the Radioactive Mapping Technique 
in the Surgery of Brain Tumors. BERTRAM 
SELVERSTONE and JAMES C. WHITE. Ann. Surg., 
1951, 134: 387. 

Experiences in the location and demarcation of 
cerebral tumors in which the probing 2 mm. Geiger- 
Miiller counter has been used in conjunction with 
radioactive phosphorous P3, or radioactive potassium 
Ky indicate that the technique is a reliable one. In 
114 cases the radioactive phosphorous P3. was em- 
ployed, and in 36 cases Ky was used. A brief sum- 
mary of the results shows that mistakes were made 
in 5 cases only. It is the purpose of this paper to 
demonstrate the precision with which, in 4 fatal 
cases, the position and extent of a deeply situated 
brain tumor was plotted. 

Radioactive phosphorous P32 emits radiation con- 
sisting entirely of beta particles of a maximum en- 
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ergy such that they penetrate only about 7 mm. 
through cerebral tissue. Localization and demarca- 
tion with this isotope is more precise than with Ky. 
whose beta particles may be detected at distances up 
to 1.8 cm. through the brain. In addition the radio- 
active phosphorous emits gamma rays which are not 
a problem with the type of counter used. Useful 
ratios between tumor and brain may be obtained 
within a few minutes after the injection of Kg, but 12 
hours must elapse from the time of injection of P3: 
for satisfactory counts. However, Ky has the dis- 
advantage of a half-life of only 12.44 hours, requiring 
frequent shipments, whereas P3.; may be kept on 
hand for longer periods because its half-life is 14.3 
days. 

An intravenous injection of 0.5 to 2 mc. of radio- 
active phosphate is given on the day prior to opera- 
tion, or, if radioactive potassium is to be used it may 
be given during the operative procedure. In the 
operating room a probing 2 mm. Geiger-Miiller 
counter is used with a pre-amplifier and a standard 
scaler, or a battery operated portable counting rate 
meter. Each reading can be obtained within 12 to 24 
seconds with the scaler or within 5 to 10 seconds 
with the counting rate meter. Normal control read- 
ings are taken first through a presumably innocent 
area of the exposed cortex and then the extent of the 
tumor is determined by probing and charting the 
count at different depths. 

The 4 successive fatal cases of malignant glioma 
presented here were selected because each patient 
had died shortly after operation and the tracts of the 
probing counter could still be located. They are 
described and pictured in detail. All of these lesions 
were deeply situated at least 2 cm. beneath the sur- 
face and gave no superficial indication of their posi- 
tion or extent. All tumors were well localized and 
the extent of depth accurately predicted. This 
method, therefore, enables the surgeon to obtain a 
satisfactory biopsy from active tumor tissue. The 
knowledge of the extent of the tumor will permit the 
decision of whether complete resection is possible, 
and if so, a surgeon may judge whether the tumor 
has been completely removed. Finally, simple tre- 
phination may be carried out over a region of high 
radioactivity, and if a malignant glioma is encoun- 
tered on biopsy, a useless craniotomy may be 
avoided. Ricuarp C. SCHNEDER, M.D. 


The Bone Bank in Neurosurgery. Harotp ELLIOTT 
and H.J.Scotr. Brit.J.Surg., 1951, 39: 31. 


The preservation of bone by modern deep freezing 
and the establishment of a so-called ‘‘bone bank” 
has suggested this method as a natural one for filling 
in cranial defects. It was believed that it might be 
used in the treatment of compound fractures of the 
skull which are commonly seen in busy civilian neuro- 
surgical centers as well as in army hospitals during 
war. 

As an illustration, the case of a compound fracture 
of the right frontal region with cerebrospinal fluid 
rhinorrhea is cited. Débridement was done and 
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several large bone fragments were removed and de- 
posited in an autoclaved glass jar in a deep freeze 
unit kept at an average temperature of —25°C. for 
a period of 12 weeks. The patient was then reoper- 
ated upon, the cerebrospinal fluid fistula was excised, 
a fascia lata graft inserted, and replacement of the 
preserved and boiled homologous bone fragments 
was accomplished. There was an uneventful re- 
covery. 

This method prevents the problems associated 
with a too conservative removal of bone from a po- 
tentially infected wound which may result in delayed 
postoperative infection and subsequent osteomye- 
litis. Relatively early plastic repair of the bony 
defect is possible with the patient’s own bone. 
RicHarp C. SCHNEIDER, M.D. 


PERIPHERAL NERVES 


Traumatic Neuromas of the Digital Nerves. StTan- 
LEY D. Stmon and Carott M. Sitver. Bull. Hosp. 
Joint Dis., N.Y., 1951, 12: 55. 

The authors’ article is based on 20 cases of trau- 
matic neuromas of the digital nerves, in which the 
pain had been completely relieved by surgery. Al- 
though it is realized that a neuroma will develop on 
any damaged or severed nerve, it is believed that the 
pain in finger injuries is due to the fact that the 
neuroma becomes trapped or caught in granulation 
tissue. 

The diagnosis is based on findings which the 
authors consider quite characteristic, viz.: (1) the 
skin of the finger becomes smooth and shiny; (2) the 
rugae may disappear and the distal portion of the 
finger becomes somewhat red or slightly cyanotic; 
(3) there is always a trigger zone beneath which 
may be a nodule of soft tissue; and (4) pulling or 
stretching the skin will aggravate the pain in the 
area where the nerve is trapped. There may be 
evidence of atrophy of muscles of the hand and fore- 
arm, and osteoporosis due to disuse. 

It is believed that previous methods of treatment, 
such as the injection of sclerosing fluids, burying the 
end of the nerve in bone, and sympathectomies are 
all without avail. 

Operations in these cases were performed under 
general anesthesia, with a pneumatic tourniquet to 
assure a bloodless field. The digital nerve with its 
neuroma is carefully dissected. The nerve is pulled 
upon and the surrounding tissue retracted proximal- 
ly, to permit freeing of the nerve as far proximally as 
possible. The nerve will then retract beyond the 
surgical field to an area in which there will be com- 
paratively little scar tissue. | Jack I. Wootr, M.D. 


Peripheral Nerve Surgery; Results in 281 Cases 
Followed from 6 to 24 Months. Everett G. 
GRANTHAM and CLAUDE POLLARD, Jr. Ann. Surg., 
1951, 134: 145. 

The authors were able to follow personally 281 
cases of sutured peripheral nerves over a period of 
from 6 to 24 months. These were part of a group of 
























1,713 peripheral nerve operations performed be- 
tween 1943 and 1946 in a neurosurgical center sit- 
uated in the Second Service Command. In 60 per 
cent neurorrhaphy was necessary, and in 4o per cent 
neurolysis was performed. A two-stage operation 
was done in 4 per cent of the cases, and repair of 
lesions could not be accomplished in 3 per cent of the 
patients who had undergone neurorrhaphy. 

Patients were operated upon as quickly as possible 
if there was no infection, but if there was any sign of 
sepsis, 3 to 4 weeks were permitted to elapse after 
the disappearance of signs of infection. Lengthy in- 
cisions were employed and, wherever possible, the 
nerve was transposed to a nontraumatized muscle 
plane. Five tantalum sutures were used to unite the 
epineurium, but sling stitches were avoided. Tanta- 
lum foil was inserted in one-third of the cases where 
extensive scar tissue was adjacent to the site of 
suture. Positioning of joints to prevent tension was 
accomplished by maintenance in casts from 3 to 8 
weeks, and the fingers were left mobile to prevent 
fixation of joints. Physiotherapy was employed early 
and the patient was encouraged to perform his own 
exercises. 

Follow-up examination was carefully carried out 
at intervals, and rigid criteria were set up for meas- 
uring results. It is emphasized that roo per cent 
neurological recovery never occurs. Reinnervation 
never takes place in the small muscles of the feet 
supplied by the tibial nerve, and lack of this recovery 
was not considered in these results. In all 5 patients 
with brachial plexus injury, suture was performed 
below the clavicle, with surprisingly good results. All 
injuries above the clavicle were irreparable, or re- 
quired only neurolysis. In only 2 cases could suture 
of the dorsal cutaneous nerve be performed, and it 
was believed that in cases in which a defect was over 
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I cm., the patient should be referred to the ortho- 
pedic surgeon for tendon transplant. No successful 
sutures of the femoral nerve were observed because 
defects were too large. 

Neurological recovery was observed in 85 per cent 
of the entire group. The musculocutaneous nerve 
sutures give the best results. Contrary to previous 
beliefs, the median nerve regenerated better than 
the radial nerve. The ulnar nerve was next to last 
in percentage of recovery, and the common peroneal 
nerve was by far the poorest of all nerves, showing a 
failure of 42 per cent. Satisfactory functional re- 
covery was evaluated on the basis of those cases 
(followed for a year) which had excellent or good 
neurological results. Again the musculocutaneous 
nerve was highest in recovery and the common 
peroneal nerve was poorest. 

The authors believe there was a gradual diminu- 
tion in quality of results as the size of the defect 
exceeded 3 cm. Neurological recovery, however, can 
and does occur in a defect of large size. When a de- 
fect was so large that a two-stage operation was 
necessary to overcome it, the result was poor. It is 
believed that 1 year should tell whether there will be 
neurological recovery, and the authors agree that 
improvement takes place into the third year, but is 
not marked thereafter. 

There was some degree of recovery in go per cent 
of the cases in which suture could be successfully 
accomplished. Poor results.in common peroneal 
nerve suture are perhaps due to the fact that this 
nerve seldom contains a large central artery, which 
is common to other nerves, and this lack may inter- 
fere with regenerative power. Fortunately, how- 
ever, this nerve dysfunction can be readily overcome 
by tendon transplants. 

RicHARD C. SCHNEIDER, M.D. 











CHEST WALL AND BREAST 


Cancer of the Breast in Pregnancy (Il cancro della 
mammella in gravidanza). V. GIACOMELLI and M. 
Gorsis. Ann. ostet. gin., 1951, 73: 521. 


The authors have made a clinical and statistical 
study of carcinoma of the breast associated with 
pregnancy and they present 3 cases. 

One thousand cases of full-term pregnancies were 
plotted on a graph to show the number of preg- 
nancies at the various ages of the mothers. Another 
graph was plotted to show the age of onset in 1,000 
cases of cancer of the female breast. These two 
graphs were then superimposed to show the reason 
for the rarity of cancer associated with pregnancy. 
It is believed to be a matter of fewer cancers at the 
age when women become pregnant. 

It is pointed out that the general belief that preg- 
nancy enhances the progression of breast carcinoma 
may be partially explained by the fact that the con- 
nective tissue in the older women is more dense and 
cancer in younger persons is usually more malignant. 

It is conceded that there may be some hormonal 
influence caused by pregnancy in breast cancer, 
but this influence is not enough to make the inter- 
ruption of pregnancy a valid procedure according to 
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these authors, even when the patient is in the first 
trimester. Treatment of carcinoma of the breast in 
the pregnant women, so far as they are concerned, is 
based on the fundamental principles of treatment for 
nonpregnant patients of the same age. 

N. Curistian MEyeEr, M.D. 


TRACHEA, LUNGS, AND PLEURA 


Benign Tumor of the Tracheal Spur. Resection and 
Reconstruction of Tracheobronchial Bifurca- 
tion (Tumeur bénigne. De |’éperon trachéal résec- 
tion et réfection du carrefour trachéo-bronchique). 
J. MatHey. Sem. hop. Paris, 1951, 27: 2699. 


A 49-year-old man suddenly developed wheezing 
and dyspnea, followed 5 months later by fever and 
an incessant moist cough. Bronchoscopy revealed 
a globular tumor on the posterior aspect of the left 
main bronchus at its junction with the trachea. 
Biopsy was not taken because the compression of 
the bronchus was apparently due to an extrinsic 
lesion. 

The histologic examination of the aspirated exu- 
date established the presence of a benign tumor, 
contrary to the bronchoscopic diagnosis of cancer 
with intertracheobronchial adenopathy. 





Fig. 1 (Mathey). Rear view of the bifurcation after excision of the tumor, and 
the method of reconstruction. 
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The tumor was exposed after resection of the 
sixth rib. The endobronchial portion of the neo- 
plasm was located in the left bronchus while the 
exobronchial portion was invading the posterior 
part of the bifurcation. The tumor was excised. 
Frozen sections established the diagnosis of a 
glandular epithelioma of the stroma, or so-called 
epistoma. The bifurcation was reconstructed by 
suturing together the uppermost portions of both 
bronchi and by approximating the cut edges of the 
trachea with interrupted steel sutures. 

A follow-up study 5 months after the operation 
showed the patient to be in excellent condition. All 
functional disturbances had disappeared. Bronchos- 
copy showed a deformity of the lower third of the 
trachea on the left side, and a diminished caliber of 
the left bronchus. Josepu K. Narat, M.D. 


Cylindromatous Mucous-Gland Tumors of the 
Trachea and Bronchi: Report of 3 Cases. R.H. 
R. Betsey and J. C. VALENTINE. J. Path. Bact., 
Lond., 1951, 63: 377. 

Cylindroma is described as a tumor in which 
there are intertwining cylinders of epithelial cells 
in a hyaline stroma. The term has been much 
abused and three or four different types are recog- 
nized. There is little in the naked-eye appearance to 
distinguish the cylindroma from the ordinary ade- 
noma unless it be the slightly glassy or gelatinous 
appearance and its tendency to involve the trachea 
more commonly than the bronchus. : 

A characteristic feature which these tumors share 
with the ordinary adenoma is the fact that the 
bronchial epithelium is usually intact over the sur- 
face of the growth. Not uncommonly, however, 
there is squamous metaplasia and the mucosa may 
become greatly thinned. 

The authors present 3 cases of cylindromatous 
tumor of the trachea and bronchus, in 1 of which 
ciliated epithelium was present as part of the neo- 
plastic process. 

There is a distinct similarity between these tu- 
mors, salivary gland tumors, and basal-cell car- 
cinomas of the skin. It is suggested, however, 
that they be classified as a subgroup of the mucous 
gland tumors of the trachea and bronchi, and that 
they be separated from the more usual type of 
adenoma of the bronchus, to which they are re- 
lated by a common origin from primitive replace- 
ment epithelium. Cylindromas of the trachea and 
bronchi behave as carcinomas of low grade malig- 
nancy, with a pronounced tendency to local recur- 
rence. They rarely metastasize, but invade locally 
and are rather more malignant than the ordinary 
adenoma. STEPHEN A. Z1eEMAN, M.D. 


Anoxia and Human Pulmonary Vascular Resist- 
ance. RicHarp N. Westcott, NoBLe O. Fow ter, 
Rate C. Scott, Vircit D. HAvENSTEIN, and 
Jounson McGuire. J. Clin. Invest., 1951, 30: 957. 


With the use of cardiac catheterization, effects of 
anoxia on the pulmonary circulation were measured 
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in human subjects. It was found that breathing of 
13 per cent oxygen was followed by pressure changes 
within the pulmonary artery approximating a 25 
per cent rise above the control pressure readings. 
By means of indirect measurements it was deter- 
mined that this rise occurred in the precapillary 
vessels. Comparison of precapillary and capillary 
pressures following anoxia showed a rise of almost 
50 per cent in precapillary pressure while the capil- 
lary pressures were relatively unchanged. 

The cardiac output was not significantly changed 
when the anoxia was instituted. It is not known if 
the pulmonary artery pressure changes occur as a 
direct effect of anoxia or if they are mediated by the 
sympathetic nervous system. Anoxia may play a 
part in some types of pulmonary hypertension. 
Rosert L. Craic, M.D. 


Pulmonary Arteriovenous Aneurysms. Report of 3 
Successfully Operated Cases (Anévrysmes arté- 
rio-veineux pulmonaires. Présentation de trois cas 
opérés avec succés). F. p’ALLAINES, M. Duranp, 
and C. MEeTIANu. Sem. hop. Paris, 1951, 27: 2685. 


Lobectomy transforms an incapacitated patient 
with an arteriovenous aneurysm of the lung into a 
normal individual. 

The condition is of congenital origin and has a 
direct relation to familial telangiectasis. Generalized 
angiomatosis was found in approximately two-thirds 
of the cases under discussion. 

Two types of venoarterial shunt between the pul- 
monary vein and the artery may be distinguished: a 
solitary, usually large arteriovenous fistula, and a 
multiple communication which may be termed ‘“‘pul- 
monary hemangioma.” Small pulsating cortical tu- 
mors may rupture and cause a hemothorax. In two- 
thirds of the cases, the aneurysm is located in the 
lower lobe. The right lung is affected with a slightly 
greater frequency than the left. 

The evolution of the lesion is slow so that the full 
clinical picture presents itself first in puberty. The 
symptomatology is that of a “‘blue patient” with 
dyspnea, cyanosis, diminished physicai capacity, 
polyglobulia, and nervous disorders. Cardiac signs 
are absent. Fluoroscopic examination demonstrates 
abnormal shadows and pulsation within the pul- 
monary parenchyma, whereas angiocardiography 
establishes the exact location and the extent of the 
aneurysm, demonstrates the afferent and the efferent 
blood vessels, and eliminates the existence of intra- 
cardiac anomalies. The ether test performed in the 
course of cardiac catheterization is positive in the 
pulmonary artery. 

Two dangers threaten the life of patients with pul- 
monary arteriovenous aneurysm: the danger in- 
herent in all conditions causing the “‘blue disease”’ 
and the danger of rupture into the bronchi or the 
pleural sac. 

In the precyanotic stage the condition may be 
mistaken for pulmonary tuberculosis, especially if 
the patient is young and complains of frequent 
hemoptysis. 
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Lobectomy or pneumonectomy is the method of 
choice although ligation or section of the pulmonary 
artery may sometimes be employed. 

In 2 cases the authors performed lobectomy while 
in the third case, that of a child 5 years of age, the 
left branch of the pulmonary artery was sectioned 
because pneumonectomy could have affected the 
skeletal growth. A follow-up 10 months after opera- 
tion in 1 case and another after 1 year in another 
case showed excellent results. The third patient 
could not be re-examined. 

JosepH K. Narat, M.D. 


The Role of Bronchoscopy in the Diagnosis and 
Treatment of Bronchial Adenoma. CHEVALIER 
L. JacKson and CHARLES M. Norris. Dis. Chest., 
1951, 20: 353. 

The recognition of bronchial adenoma dates from 
the development of bronchoscopy. Bronchoscopy is 
especially important in these tumors since they al- 
most always arise in the larger bronchi and can be 
seen and biopsied, regardless of the efficacy of bron- 
choscopic measures in their treatment. 

Previous contributions to the literature from the 
Temple University Clinic, Philadelphia, are sum- 
marized by the authors, and 4o cases are reported, 36 
being classed as “‘carcinoid”’ and 4 as “‘cylindroma,” 
a classification not entirely agreed upon by many 
authorities. Of these cases, 23 consist of the late 
follow-up on a previously reported group, and 17 are 
new cases, never before reported. The duration of 
follow-up in the cases was not given. 

Of these 36 patients with adenoma of the carcinoid 
type, 25 were females and 11 were males. The aver- 
age age of the patients was a little over 30 years. 
Twenty-four of the patients were treated by bron- 
choscopic measures only, 8 were treated by lobectomy 
(with 1 postoperative death), and 3 by pneumo- 
nectomy (with 1 postoperative death). Contact was 
lost with 1 patient who had had only a biopsy. Only 
3 of the 36 patients died; 2 of these deaths occurred 
postoperatively. 

The 4 patients with cylindroma were treated 
bronchoscopically. In all of these the lesion was too 
close to the carina to permit consideration of pneu- 
monectomy. Two patients died of the disease, but 
the other 2 are symptom-free and under control by 
bronchoscopic treatment at long intervals. 

As a result of their study of these 40 patients, the 
authors make certain observations concerning the 
symptomatology, diagnosis, pathology, and treat- 
ment, i.e., the tumor produces hemoptysis early; it is 
generally accompanied by a cough, productive more 
often than not, and by physical and x-ray signs of 
bronchial obstruction. The diagnosis is made on the 
basis of these findings, and is confirmed by bron- 
choscopic appearances and the pathological report 
of the biopsy specimen. Cytologic studies of secre- 
tions have not been so helpful as in carcinoma, but 
since the tumors generally occur in accessible por- 
tions of the bronchial tree, tissue specimens can usu- 
ally be obtained. 
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It is the opinion of the authors that the crux of the 
confusion concerning these tumors lies in the histo- 
pathology and that the subdivision into “carcinoid” 
and “‘cylindroma”’ types is useful. The question as 
to whether these tumors are benign or malignant is 
discussed at length, and it has been suggested that 
they be considered borderline. An appearance of 
local invasion is given, since it is characteristic of 
bronchial adenoma to extend between the bronchial 
cartilages and for some of the tumor to be extra- 
bronchial, due, probably, to the fact that the tumor 
arises from structures that occur between the carti- 
lages rather than on the mucosal surface. 

A few cases of true liver metastasis of bronchial 
adenoma have been reported, though none was noted 
in the authors’ cases. 

In the experience of these authors, irradiation has 
been of no value. In many cases, bronchoscopic re- 
moval of the growth is curative and in many other 
cases it constitutes efficacious preoperative or pallia- 
tive treatment. Bronchotomy offers a good prospect 
of cure by a conservative surgical procedure in suit- 
able cases. Surgical resection by lobectomy or pneu- 
monectomy is indicated in cases in which it is im- 
possible to remove locally a compressing extrabron- 
chial tumor or in which there are irreversible changes 
in the distal portion of the lung. It is believed that 
in dealing with cases of bronchial adenoma, the 
method of treatment should be individualized and 
that resection should not be resorted to automatical- 
ly as in carcinoma. Jacos T. BRADSHER, JR., M.D. 


Bronchial Adenoma: Follow-Up Report After 35 
Years. CHEVALIER Jackson. Dis. Chest., 1951, 
20: 347. 


In the classification of bronchial adenomas re- 
ports of clinical facts are required, and the ex- 
tremely slow growth of these tumors makes follow- 
up reports, many years after operation, seem es- 
pecially desirable. 

The author reports the case of a bronchial tumor 
removed in 1917. This was a pedunculated mass 
which, by its flapper-valve action, had caused al- 
ternating atelectasis of the right lower lobe. At 
the time, it was diagnosed as an endothelioma on 
the basis of its histologic structure. Subsequent re- 
view of the case, however, led to the conclusion 
that the tumor was a bronchial adenoma. The re- 
vised diagnosis is confirmed by the clinical fea- 
tures of the case. The patient has been asympto- 
matic and without any evidence of recurrence of 
the tumor since its removal. 

The points of interest presented by the record 
of this patient are given as: 

1. Characteristic features of tumoral bronchial 
obstruction, namely: (a) simulation of the clinical 
picture of pulmonary tuberculosis by an obstruc- 
tive bronchial tumor; (b) wheezing heard at the 
open mouth; (c) hemoptysis; (d) coincident attack 
of acute infection with the onset of tumoral symp- 
toms; (e) exacerbation of tumoral symptoms after 
acute infective attacks; (f) relative rarity and mild- 





SURGERY OF 


ness of attacks after removal of the tumor; (g) 
slow growth of the tumor as indicated by a history 
of ill health for 5 years prior to bronchoscopic re- 
moval of the tumor; (h) a painting made at the 
time of removal of tumor agrees in every detail 
with the description of the characteristic broncho- 
scopic appearance of bronchial adenoma. 

2. Diagnosis of a benign tumor in 1915 by cyto- 
logic examination of the sputum. 

3. The first reported instance of alternating 
atelectasis and emphysema due to tumor. 

4. A histologically malignant obstructive bron- 
chial tumor shown to be clinically benign by free- 
dom from recurrence for 35 years after broncho- 
scopic removal of the tumor. 

5. The features of the case justify the conclu- 
sion that the tumor was a bronchial adenoma. 
This does not imply that all bronchial adenomas 
are to be regarded as benign, but does imply that 
some of them are benign. 

Since all bronchopulmonary tumors cannot be 
placed in classes of either “benign” or “malig- 
nant,” it is proposed by the author to add a third 
class for bronchopulmonary tumors which are (a) 
in some cases malignant, in other cases benign, 
both histologically and clinically; (b) histologi- 
cally malignant, yet prove to be clinically benign; 
(c) histologically benign, yet prove to be clinically 
malignant; (d) growths that as a group show a 
tendency to become the site of a malignant tumoral 
process; (e) controversial as to whether malignant 
or benign. This third group would be designated 
as the “borderline class.” It is in this class that 


the author would place bronchial adenoma. 
Jacos T. BRADSHER, JR., M.D. 


Decortication Preceding Thoracoplasty for the 
Elimination of Long-Standing Tuberculous 
Empyema. F. Doucras AcKMAN and PATRIcK 
Mapore. J. Thorac. S1rg., 1951, 22: 358. 


The elimination of chronic tuberculous empyema, 
secondarily infected or not, is a problem at any 
stage. The more long-standing the empyema, the 
greater the problem. Granted that prevention is the 
best treatment, some cases are bound to occur, 
although possibly less frequently with improved 
management in general. 

The unsatisfactory and mutilating results of the 
past surgery for chronic tuberculous empyema, in- 
cluding the Schede type of operations, have engen- 
dered the plan to decorticate before thoracoplasty. 
This plan is particularly useful for the more com- 
pletely collapsed lung, and decortication should in- 
clude at least the lower lobe and diaphragm. More 
extensive visceral and parietal clearing should be 
done as indicated. This plan was suggested by the 
observation that in those chronic empyemas with the 
lower lobe adherent to the diaphragm, a limited 
thoracoplasty is generally successful in preventing 
residual gutter empyema and draining sinuses. The 
results of the plan have been generally satisfactory 
in a small series of 10 cases, even when the empyema 
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was as long-standing as 6 years. By satisfactory is 
simply meant the elimination of the empyema. This 
result is the prime consideration and may occur with 
or without more or less functional improvement in the 
collapsed lung. Such a gain in function has occurred 
in some cases and was well marked in 2. This 
accrued benefit makes the decortication plan the 
more valuable. 

The fairly rapid recovery and early discharge from 
hospital, even in very long-standing cases, are facts 
which may well be stressed. There have been no 
deaths in the series, and morbidity following opera- 
tion has not been noteworthy. In 1 case of failure 
there was an appreciable bronchopleural fistula. 
This may be considered as a possible contraindica- 
tion, at least when it is a large one, although more 
experience is necessary. Another more definite con- 
traindication is underlying active pulmonary disease 
forbidding lung expansion. Extensive pulmonary 
fibrosis is not a contraindication since functional 
recovery is not a prime consideration, as has been 
demonstrated. This argument may also apply to 
bronchial stenosis, although it is by no means clear. 

Most of the successful cases have been followed 
for well over a year with satisfactory results. The 
successful application of decortication procedures 
before, during, and after thoracoplasty gives hope 
that these procedures will largely eliminate the more 
mutilating operations. 

Finally, surgery should not be delayed once the 
empyema is established. This plea is underlined by 
the greater likelihood of achieving maximum func- 
tional recovery, even thoracoplasty being unneces- 
sary in a fair percentage of cases. 

Joun E. Krrxpatrick, M.D. 


Results in 278 Patients Who Had the Modern Type 
of Thoracoplasty for Tuberculosis. W1tLiAM M. 
LEEs, STEPHEN C. H. YANG, MICHAEL PAPOULAKOS, 
JoHN ALEXANDER, and ANGEL LARRALDE. J. Thorac. 
Surg., 1951, 22: 329. 

The scarcity of information about the long-term 
results obtained from thoracoplasty in pulmonary 
tuberculosis prompted the authors to undertake this 
study. Reports from different clinics have appeared 
recently with increasing frequency, but few, if any, 
are based upon follow-up examinations made 5 years 
or more after the performance of the so-called modern 
type of thoracoplasty (as described by Alexander). 

Because of the great difficulties that would be en- 
countered in following up patients after their return 
to many different sanatoria, it was decided to study 
only those patients who had been referred to the 
University Hospital by the Michigan State Sana- 
torium at Howell, Michigan, to which almost all of 
them returned for their convalescence. 

The study of patients only from the Michigan 
State Sanatorium comprised a relatively large group 
of persons who were followed actively by the Out- 
patient Department, and all of them had had cul- 
tures made of their sputum or gastric contents. All 
of the patients were transferred to the University 
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Hospital for operation and all of the thoracoplasties 
were performed between January 1, 1935, and Jan- 
uary I, 1945. January of 1935 was chosen as the 
beginning date for this study as the modern type of 
thoracoplasty had become routine by that time; 
January of 1945 was selected as the terminal date as 
a minimum 5-year follow-up could thereby be se- 
cured, since the study was completed at the end of 
1949. 

Two hundred and seventy-eight patients who were 
subjected to the modern type of thoracoplasty were 
followed from 5 to 15 years after operation. Little 
difference was noted with regard to sex or side of 
operation, there being about 50 per cent of each. No 
streptomycin or penicillin was used in the group 
either before or after operation. The major indica- 
tion for thoracoplasty was cavitary tuberculosis. 

Seventy-six patients had tuberculous bronchitis; 
53 of these are alive (46 with negative sputum), and 
23 are dead (5 lived more than 5 years after opera- 
tion). Spread or reactivation of the disease occurred 
in 34 patients. Of these, about two-thirds survived 
and one-third died. Seventy-five (27.0%) of the 278 
patients are dead. Two hundred and three patients 
are living, 174 (85.7%) with negative sputum. Ifthe 
8 patients who died from nontuberculous causes but 
who had negative sputum are added, the figure is 
89.6 per cent of the 211 patients. 

According to the NTA classification in use when 
this study was completed (1949), the 278 patients 
may be listed as follows: apparently cured, 140 
(50.3%); disease arrested, 9 (4.3%); disease appar- 
ently arrested, 36 (12.9%); disease quiescent, 2 
(0.7%); condition improved, 11 (3.9%); condition 
worse, 5 (2.0%); and dead, 75 (27.0%). 

With regard to Robert Pannier’s statement that 
the late cause of death in the majority of instances 
in his study was tuberculosis, the results did not 
bear this out entirely. Approximately one-third of 
the patients died within a year, their deaths being 
due, in the main, to progressive tuberculosis. Ap- 
proximately one-third of the patients died within 
1 to 3 years, the majority from tuberculous causes. 
The rest of the patients, 34, died 3 years or more 
after thoracoplasty. Of these last-mentioned pa- 
tients, ro died of tuberculosis, 8 from progressive 
tuberculosis in the contralateral lung, and 2 from 
reactivated tuberculosis beneath the thoracoplasty. 

Joun E. Krrxpatricx, MD. 


Utilization of Trichloracetic Acid; Treatment of 
Bronchiectasis after Pleurectomy or Drainage 
of Pulmonary Cavities (Utilisation aprés pleurec- 
tomie ou spéléostomie de l’acide trichloracétique 
dans le traitement de larges bronchectasies). A. 
BERNOU, R. Goyer, L. MAREcAvXx, and J. TRICOIRE. 
J. fr. méd. chir. thorac., 1951, 5: 305. 


The authors report 4 cases in which trichloracetic 
acid was used to cauterize the lining of large dilated 
bronchi in order to close cavities in patients whose 
general condition made pneumonectomy impossible. 
These 4 patients were in such a poor condition that 
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it was obvious that they could not have tolerated 
pneumonectomy. 

The results reported are good with complete 
closure and recovery. Tuomas C. Dovctass, M.D. 


Unusual Case of Bronchiogenic Lung Cyst Simu- 
lating Dextrocardia. Forrest H. Apams. J. 
Pediat., S. Louis, 1951, 39: 483. 

Cysts of the lung, either congenital or acquired in 
origin, are fairly common. Bronchiogenic cysts, how- 
ever, are more rare and more difficult to diagnose 
clinically. The majority of cysts of the latter type 
do not communicate with the bronchus, and, there- 
fore, do not contain air which helps delineation of 
such a cyst roentgenologically. 

The case history of a 10-week-old female who had 
a bronchiogenic cyst that communicated with the 
bronchus in the region of the carina is given. 
Bronchography demonstrated the presence of the 
cyst. The infant had been cyanotic since birth, the 
cyanosis becoming most apparent whenever the 
baby cried. Her respirations were grunting and 
labored. The position of the heart was on the right 
side; no murmurs were detected. The rate was from 
120 to 140 beats per minute. An electrocardiogram 
was normal. Fluoroscopic and x-ray examinations 
revealed displacement of the heart into the right 
chest, over-expansion of the left lung with evidence 
of herniation across the midline anteriorly, and con- 
solidation of the right upper lobe suggesting the 
possibility of some compressive mechanism. 

Bronchography showed a cystic cavity about 1.4 
cm. in diameter, which communicated with the 
bronchus in the region of the carina. 

The patient’s course in the hospital was charac- 
terized by recurrent episodes of cyanosis usually 
associated with the excessive production of mucus. It 
was thought probable that the cyst filled with mucus 
which caused obstructive symptoms in the trachea 
and then after a varying period it would empty to 
relieve the patient of her symptoms. 

Following the removal of an air-containing bron- 
chogenic cyst measuring 1.5 by 1 cm., the patient 
had no further episodes of cyanosis or excessive 
production of mucus. At 1 year of age she was 
doing well and progressing normally. 

Jacos T. BRADSHER, JR., M.D. 


Possibilities and Limitations of Resection of the 
Lungs (Moeglichkeiten und Grenzen von Lungen- 
resektionen). E. DERRA. Med. Welt, 1951, 20: 1193. 


Among congenital conditions of the lungs which 
can be corrected by surgical procedures, congenital 
arteriovenous pulmonary fistula occupies the first 
place. The condition is usually fully developed only 
in the second or the third decade of life and is 
characterized by cyanosis, dyspnea, epistaxis, 
hemoptysis, cerebral complications, and _poly- 
cythemia. Segmental resection, lobectomy, or 
pneumonectomy are lifesaving procedures. 

Although bronchiectasis shows a predilection for 
the lower lobe, it is a segmental lesion which may 
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Fig. 1 (Adams). a, Posteroanterior view of bronchio- 
gram showing communicating bronchiogenic lung cyst 


affect portions of more than one lobe on one or both 
sides. Therefore, preoperative bronchography is es- 
sential for the visualization of all diseased tissues. 
The condition may develop at any age and does not 
readily respond to conservative treatment, especially 
after having entered the chronic stage. Graded 
procedures are indicated in the presence of multilocu- 
lar lesions. 

High mortality follows pneumonotomy when 
pulmonary abscesses are multiple and centrally 
located. On the other hand, pulmonary resection 
vields much better results and should be advised 
if the abscess does not subside within ro or 12 weeks. 

Pneumonotomy performed for the removal of 
metal fragments may be followed by air embolism 
or a fatal hemorrhage. If the foreign body causes 
hemoptysis or suppuration, segmental resection or 
lobectomy should be performed instead of pneumo- 
notomy. 

Tuberculous bronchial stenosis with atelectasis, 
as well as specific bronchiectasis, can be cured by 
means of lobectomy or pneumonectomy. The same 
therapy gives promising results in the treatment of 
tuberculomas, isolated cavities, recurrent pul- 
monary hemorrhages, and bronchial fistulas. Such 
operations are contraindicated in the presence of 
progressive active changes in the contralateral lung. 

The same type of operations may be considered 
for the removal of benign tumors such as chon- 
dromas or fibromas. 

The success of pneumonectomy for cancer de- 
pends on an early diagnosis which should depend 
not only on roentgenography but also on bronchog- 
raphy and bronchoscopy. Lobectomy should be 
performed only if the tumor has a peripheral loca- 
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originating from region of the carina. 
oblique view of bronchiogram. 
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tion or if lung tissue must be spared on account of 
marked dyspnea. 

The author performed 110 pneumonectomies for 
various indications, with a primary mortality of 
12.7 per cent and a secondary mortality of 11.8 per 
cent. The corresponding figures for lobectomy and 
segmental resection were 4.1 per cent and 7.0 per 
cent, respectively. The bronchial stump was 
sutured with wire. Josern K. Narat, M.D. 


HEART AND PERICARDIUM 


Results of Surgery in Congenital Deformities of the 
Heart. C. J. OrriceER Brown and KENNETH N. 
Morris. Austral. N. Zealand J. Surg., 1951, 21: 1. 


Several types of congenital abnormality of the 
heart and great vessels are amenable to surgical 
correction. Two hundred and three operations were 
performed on patients suffering from such defects. 
Eighty-eight patients were operated on for patent 
ductus arteriosus, 100 for morbus caeruleus, 11 for 
coarctation of the aorta, 3 for congenital vascular 
rings, and 1 for aneurysm of the right auricle. 

Six of the patients operated on for a patent ductus 
arteriosus were found not to have it. In 77 the ductus 
was occluded. The condition recurred in 1 case, and 
death from hemorrhage occurred in another. In 5 
cases, the ductus was divided and sutured. Six of 
the 82 patients with patent ductus arteriosus had 
other congenital cardiac defects, and 2 of these were 
not benefited. Two patients had subacute bacterial 
endocarditis. One had a complete heart block with 
auricular fibrillation and heart failure. 

In 9 of the 11 patients who were operated on for 
coarctation of the aorta, the narrowed segment was 
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excised, and continuity was restored by end-to-end 
anastomosis with an everting type of suture. In 1 
case aortic-subclavian anastomosis was done be- 
cause it was believed that the coarctation was too 
long for direct anastomosis. In the other case, only 
thoracotomy was done. The aorta was narrowed 
for a length of 3% inches and was considerably 
calcified. Immediately below the arch, there was a 
firm calcareous nodule and then a narrowing. Be- 
low this narrowing was another firm nodule, below 
which the aorta had a diameter of a lead pencil for 
about 23% inches, with irregular calcification. Re- 
section in this case was obviously impracticable. 

A boy of 6 had what was considered to be an 
anterior mediastinal tumor. Operation revealed a 
large deficiency of the pericardium, with a very 
thin-walled right auricle bulging through the defect. 
Nothing was done. The heart is now steadily en- 
larging. Whether the bulging auricle could have 
been amputated and repaired and a graft of fas- 
cia lata used to repair the pericardium is ques- 
tionable. 

Methods of surgical relief for the patient with a 
patent ductus, coarctation, or congenital vascular 
ring are purely anatomical, and were delayed be- 
cause of technical difficulties. In the treatment of 
pulmonary stenosis, a new physiological concept 
was introduced. In Fallot’s tetrad, it is impossible 
to make the heart normal, but by adding another 
defect (an artificial ductus) the original deformity 
is compensated for. One hundred operations were 
performed for this condition in 95 patients. Five 
patients were operated on on both sides. Fifteen 
operations were abortive because an anastomosis 
could not be made. Eighty-five anastomoses were 
completed in 84 patients. Fourteen operative 
deaths occurred. SAMUEL Kann, M.D. 


The Relief of Acute Right Ventricular Strain by the 
Production of an Interatrial Septal Defect. 
GERHARD A. BRECHER and Davip F. Oppyke. 
Circulation, 1951, 4: 406. 

In patients with a patent foramen ovale, unoxy- 
genated blood may enter the systemic circulation 
when the usual left to right interatrial pressure gradi- 
ent is reversed. In animals with experimental in- 
teratrial septal defects, right atrial pressure exceeded 
the left (a) occasionally during a trial systole, (b) 
consistently during inspiration, and (c) for a longer 
period during right ventricular failure due to the in- 
fusion of large amounts of fluid. The frequent clini- 
cal occurrence of right to left shunts and right heart 
strain due to increased pulmonary resistance war- 
ranted further investigation of the basic dynamic 
changes in conditions which bring about a reversal 
of the interatrial pressure gradient. Pulmonary 
stenosis, known to increase right atrial pressure and 
to produce right ventricular failure, was used to 
study left and right atrial, right intraventricular, and 
aortic pressures in the same animal, first before and 
then after the production of an interatrial septal 
defect. 


INTERNATIONAL ABSTRACTS OF SURGERY 


Experiments were performed on 11 dogs in which 
thoracotomy was performed. A clamp was then in- 
serted about the pulmonary conus for accurately 
reproducible degrees of constriction. Pressure pulse 
wave forms were taken from the aorta, left atrium, 
right atrium, and in 2 instances from the right ven- 
tricle. These were recorded with Gregg optical 
manometers. 

Interatrial septal defects were produced by a long 
hemostat introduced through the tip of the left 
auricular appendage and thrust through the fibrous 
septum or by a finger thrust through the same route. 
The animals were examined postmortem and meas- 
urement of the defects showed that their sizes varied 
from 4 to 24 mm. in diameter. 

Progressive pulmonary stenosis reduced the left 
and increased the right atrial pressures. The left 
atrial pulse contours flattened out and those on the 
right became more pronounced. Moderate stenosis 
reversed the usual left to right interatrial pressure 
gradient at the peak of the atrial systole, whereas no 
pressure reversal took place at the beginning of the 
atrial systole. The same type of phasic pressure re- 
versals occurred after the reversal of a small inter- 
atrial septal defect. Accordingly, the shunt flow was 
directed from left to right during one part of the 
atrial cycle and in the opposite direction during the 
other part of the cycle. With marked stenosis the 
right atrial pressures exceeded those on the left at all 
points of the atrial cycle. Right heart failure pro- 
duced in the intact heart by severe pulmonary artery 
constriction was alleviated by the presence of a small 
interatrial septal defect. The defect reduced exces- 
sive right intraventricular diastolic pressures and 
thus prevented myocardial overstretch. 

The “zone of interatrial pressure reversals” which 
were produced emphasizes the importance of the re- 
cording of phasic atrial pressure changes for evaluat- 
ing the interatrial pressure relations. Recording of 
mean pressures would not reveal these phasic pres- 
sure gradient reversals but would create the mislead- 
ing picture that one atrial pressure was higher than 
the other during the entire atrial cycle. It ignores the 
fact that blood could be transferred through the 
shunt in opposite directions in rapid alternation dur- 
ing each atrial cycle. Phasic reversals of the inter- 
atrial pressure gradient are apparently occurring 
more frequently than the conventional methods of 
testing reveal. 

Comparison of the animals with different-sized 
defects showed that the atrial pressure relations were 
only slightly altered by the presence of a small de- 
fect. However, in acute pulmonary stenosis enough 
blood was shunted through such a small defect to re- 
lieve right myocardial overdistention, the small 
shunt acting thus as a “failure-preventing safety 
valve.” 

The authors conclude that since a small septal per- 
foration did not essentially alter the atrial dynamics 
and limited the shunting of venous blood into the 
systemic circulation, right ventricular strain may be 
benefited by such a small shunt. No benefit could be 
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expected, however, from large defects which change 
the atrial dynamics extensively and permit the 
shunting of such large amounts of blood that the 
cardiac output can be maintained near normal with 
complete occlusion of the pulmonary artery. 

C. FREDERICK KiTTLE, M.D. 


Angioreticuloma of the Myocardium (Angioretico- 
loma del miocardio). GIANNI CONSOLANDI. Lav. ist. 
anat. Univ. Pert gia, 1951, 10: 107. 


A report of the autopsy findings in the pathological 
department of the University of Perugia, Italy, con- 
cerns a 50-year-old male subject who had died of 
circulatory insufficiency. A strange-appearing growth 
which had infiltrated the walls of the left ventricle 
and the interventricular septum was found. The cut 
section of the left ventricular wall disclosed a neo- 
plasm with an odd intermixture of dark red-colored 
areas alternating with other areas of a yellowish, 
sulfur tinge, the whole affording a mottled, or spotted 
effect. The tissues of this new growth were rather 
soft, of homogeneous consistency, and were well 
marked off against the surrounding muscular tissues 
of the myocardium. When squeezed this neoplastic 
mass gave off considerable quantities of blood. 

In front, the infiltration stopped within 1 or 2 cm. 
of the septum, while in the back it continued on into 
the septum where it occupied some of the middle 
portion of the posterior septal border. The endo- 
cardium covering the entire infiltrated area was 
smooth, shining, and free of thrombi. The lesion 
was at first interpreted as that of an infarct of the 
heart muscle. 

Microscopic examination showed that the muscu- 
laris of the heart, at a distance from the infiltrated 
areas, was entirely unchanged. As the neoplastically 
infiltrated area was approached, the infiltration be- 
came more and more marked until finally the muscu- 
lar tissues were entirely replaced; that is, there was 
no sharp demarcation between the tumor tissues and 
the myocardium. In this finding the author’s report 
differs from that of Nicod in 1945. Nicod’s tumor 
was in the endocardial layer of the heart and was 
sharply demarcated; it was involved in a heavy cap- 
sule and was regarded by Nicod as a benign growth 
(angioreticuloma benigno). In every other histologi- 
cal particular the 2 tumors seemed to be practically 
identical. There was the same delicate, complicated 
reticuloendothelial structure in relationship with 
numerous capillaries and with inclusion of the pecu- 
liar fusiform or stellate pigmented cells (“‘atrocitosi 
lipidica”’ of Nicod) containing a pigment which, on 
staining, proved to be fatty or lipid in nature. 

The appearance of the myocardial infiltration and 
the histologic appearance of the tumor tissues are 
reproduced most clearly in two colored reproductions 
in the original text. The author designates this 
tumor as an angioreticuloma of the myocardium and 
regards it as distinctly malignant in nature. Al- 
though the histologic picture was that of a rather 
static-appearing neoplastic tissue and although there 
was, in general, little evidence of atypical cell 
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morphology and of cell division, nevertheless the 
evidence of irregular infiltrative growth and of 
destruction of the contiguous muscle fibers led the 
author to consider the type of growth in this instance 
to be malignant in its tendencies. 

The author believes that his report in this instance 
is the first of an intramyocardial location of this 
tumor. JouN W. BRENNAN, M.D. 


ESOPHAGUS AND MEDIASTINUM 


Radical Treatment of Esophageal Stenosis. Pre- 
vention of Postoperative Peptic Esophagitis 
(Traitement radical des sténoses oesophagiennes. 
La prévention de l’oesophagite peptique post-opéra- 
toire). PreTRO VALDONI. Presse méd., 1951, 59: 1216. 

It would appear logical to treat esophageal stenosis 
in the same manner as an operable cancer, namely, 
by resection and intrathoracic reconstruction. Un- 
fortunately, this cannot be accomplished. 

Usually stenosis is encountered in young in- 
dividuals, or even in children, in whom the secretory 
activity of the stomach is very intensive not only in 
regard to the production of acid and pepsin but also 
in regard to the little known effect on hemopoiesis. 
Furthermore, in the majority of cases the stenosis is 
accompanied by such an extensive cicatricial in- 
filtration of the adjoining tissues that a sharp dis- 
section is required. 

A postoperative complication in the form of 
peptic esophagitis developed in 11 patients with 
stenosis in the region of the cardia after esophago- 
gastrostomy, gastroesophagoplastic reconstruction, 
or cardiomyotomy. The resulting secondary anemia 
caused a fatal outcome in 2 patients. With the 
patient in a reclining position, a reflux of the stomach 
contents after each gastric contraction may be ob- 
served under the fluoroscope. Changes in the esoph- 
agus with its stratified epithelium closely resemble 
those of the skin surrounding an incompetent gas- 
trostomy. Ulcerations and continuous minor or 
grave intermittent hemorrhages may result. The 
clinical symptoms consist of retrosternal burning 
sensation, anemia, and asthenia. Extensive car- 
diomyotomy or resection of the cardia with esopha- 
gogastrostomy should therefore be avoided, unless 
gastric resection, which relieves esophagitis, is con- 
templated as the second stage. 

Excision of the cardia and the middle third of the 
esophagus with a subsequent esophagogastrostomy 
did not furnish satisfactory results. Retrocolic 
esophagojejunostomy with the jejunal loop carried 
into the thorax through an incision in the right 
diaphragm also proved disappointing because of a 
tendency toward dehiscence of the anastomosis, 
secondary anemia, hypoproteinemia, and other 
complications. 

The author favors thoracic esophagectomy with 
transposition of the stomach into the chest cavity. 
Of 12 patients operated on in this manner, 2 died 
from postoperative shock while 10 regained their 
health. After ligation of the left gastric and the 
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left gastroepiploic artery, the cardia is mobilized, 
the right pillar of the diaphragm is incised, and the 
abdominal wound is closed. The patient is placed 
on his left side, the chest is opened after resection of 
the right fifth rib, and section of the azygos vein and 
a terminolateral esophagogastrostomy are _per- 
formed. The approach from the right side is pref- 
erable because an injury of the right bronchus dur- 
ing the dissection can easily be repaired, the azygos 
vein can be ligated, and dissection of the pericardiac 
sac is facilitated. Josepy K. Narat, M.D. 


Hodgkin’s Disease of the Esophagus. J¢rcEN BICHEL. 
Acta radiol., Stockh., 1951, 35: 371. 


The gastrointestinal tract is often involved in 
Hodgkin’s disease. Involvement of the esophagus, 
however, seems to be rare, although mediastinal 
Hodgkin’s disease with involvement of the lung and 
spine is common. 

The lymphogranulomatous infiltrations may de- 
velop into polypoid irregular tumor formations, 
causing stenosis and secondary dilatation of the 
esophagus. By esophagoscopic and roentgenoscopic 
examinations, these lesions are indistinguishable 
from those of carcinoma. Only biopsy can establish 
the diagnosis. The lesion may originate in the 
esophageal wall, but it is doubtful whether a case 
of primary isolated Hodgkin’s disease of the esoph- 
agus has ever been verified. 

Despite its rarity, Hodgkin’s disease of the esoph- 
agus is of some practical importance. If overlooked, 
infiltrations of the esophageal wall may cause very 
much discomfort to the patient. Therapy, however, 
can bring complete relief from the symptoms in a 
large number of cases. 

A case of Hodgkin’s disease is reported, in which 
there was marked esophageal involvement with only 
slight dysphagia and in which the benefit obtained 
from irradiation therapy was very impressive. 

SAMUEL Kaun, M.D. 


Surgical Treatment of Cancer of the Juxtahilar 
Segment of the Esophagus (Traitement chirur- 
gical du cancer du segment juxta-hilaire de l’oe- 
sophage). J. Horacio RESANO. Presse méd., 1951, 
59: 1200. 


The topographic classification of cancer of the 
thoracic portion of the esophagus distinguishes 
malignancies of the upper, middle, or lower segment. 
Since the advent of esophagectomy this classification 
has been abandoned in favor of the anatomotopo- 
graphic classification which subdivides the thoracic 
portion into the following segments: (1) supra-aortic, 
(2) retroaortic, (3) hilar, from the angle of the tra- 
cheal bifurcation to the inferior border of the lower 
pulmonary vein, (4) lower third, from the inferior 
border of the lower pulmonary vein to the esophageal 
hiatus of the diaphragm, and (5) gastroesophageal. 
This segmental classification is important for the 
prognosis and the surgical technique. 

In a group of 1,500 cases of cancer of the esophagus 
observed by the author, the segmental distribution 
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of the tumor in the descending order of frequency was 
as follows: hilar, inferior third, gastroesophageal, 
retroaortic and supra-aortic. 

Roentgenograms are of greater value for the de- 
termination of the exact location of the tumor than 
esophagoscopy. Relations to the clavicle, the bi- 
furcation of the trachea, and the vault of the dia- 
phragm, but not to the vertebrae, should be studied 
in roentgenograms which must be taken during in- 
spiration. Relations of the tumor to the aortic arch 
are of minor importance. 

If bronchoscopy demonstrates infiltration of the 
bronchial mucosa, hilar carcinoma is considered in- 
operable. The author favors the left thoracic ap- 
proach for removal of tumors of the hilar portion of 
the esophagus. The seventh rib is resected, and the 
posterior extremity of the sixth rib and the anterior 
portion of the eighth rib are sectioned. 

From the anatomosurgical point of view the fol- 
lowing stages of cancer of the thoracic portion of the 
esophagus may be differentiated: stage 1: cancer in- 
vades the mucosa only; stage 2: the muscular layer is 
invaded (curative esophagectomy is confined to 
these two stages); stage 3: periesophageal tissues, 
such as the right pleura, the adventitia of the aorta, 
the pericardium, the thoracic duct, or the inter- 
tracheobronchial lymph nodes are invaded (pallia- 
tive esophagectomy may be performed); and stage 
4: lung parenchyma is invaded (although lobectomy 
may be performed, cancer at this stage is inoperable 
asarule). 

The author deliberately opens the right pleural 
cavity through a wide incision to explore the right 
lung before any attempt is made to remove the 
tumor. Furthermore, he mobilizes the aortic arch 
after severing the first 4 right intercostal arteries and 
removes the adventitia of the aorta. This maneuver 
facilitates the dissection of a juxtahilar tumor. The 
third important step taken in selected cases is peri- 
cardiectomy which avoids fatal complications such 
as rupture of the trachea or opening of the tumor. 
Gastrolysis and supra-aortic esophagogastrostomy 
complete the operation. 

Of 24 patients operated on in this manner, ro sur- 
vived the operation. Follow-up studies showed that 
5 of them had recurrences, while the other 5 were ap- 
parently in good health at 5 months, 8 months, 3 
years, 34 years, and 2 years, respectively, after the 
operation. Josepn K. Narat, M.D. 


Sarcoma of the Esophagus (Sarcoma do esofago). 
Eucenro Mauro and Ctaupio T. DE EscoBar. 
Arq. cirurg, clin., S. Paulo, 1951, 14: 69. 


The authors add to the literature another report 
of a case of esophageal sarcoma. 

The patient was a 62-year-old white man of 
Italian extraction who was seen by the authors in 
1948. His dominant symptom was retrosternal pain, 
which so increased in severity over a period of 12 
months as to be incapacitating. Dysphagia accom- 
panied the pain, reducing his intake to liquids or soft 
foods. The patient had had a weight loss of 9 kgm. 
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The presence of the tumor was recognized by roent- 
genographic studies and confirmed by esophagos- 
copy. It was located in the upper third of the organ. 

The esophagus was resected to create a cervical 
esophagostomy and a gastrostomy after the manner 
of Thorek. The patient succumbed on the eleventh 
postoperative day. At autopsy, no mention of other 
tumors was made. The esophagus revealed 2 tumors 
arising in the submucosa. They were circumscribed 
and projected into the lumen, but were covered by 
intact mucosa. Histologically the tumor was a malig- 
nant tumor of connective tissue, exhibiting consider- 
able pleomorphism. Minimal evidence of inflam- 
matory change was recognized. 

The authors discuss briefly the pathology of 
esophageal tumors, especially malignant tumors of 
mesenchymal origin. Allusion is made to the patho- 
genesis of carcinosarcomas, and the possibility of 
differentiating on clinical grounds between carci- 
nomatous and sarcomatous esophageal lesions is 
discussed. Hiram T. Lancston, M.D. 


Pulmonary Changes Related to Cardiospasm. Ricu- 
ARD A. LAKE. Ann. Int. M., 1951, 35: 593. 


Among 124 roentgenologically proved cases of 
cardiospasm, there were 12 in which the signs and 
symptoms of pulmonary involvement were chrono- 
logically and clinically related. The ages of the 12 
patients, 5 of whom were females, ranged from 10 to 
65 years. Each patient displayed two or more of the 
characteristic symptoms of cardiospasm: dysphagia, 
ease of satiation, regurgitation, emesis, epigastric 
pain or burning, and weight loss. All but 1 had pul- 
monary symptoms significantly related to exacerba- 
tions of cardiospasm; the exceptional patient de- 
veloped pneumonitis with pleural effusion which 
cleared after frequent esophageal dilatations. 

It is important, therefore, to realize the possibility 
of the combination of cardiospasm with pulmonary 
involvement. Clinical evidence of related pulmonary 
disease may exist with or without demonstrable evi- 
dence on x-ray examination. 

All patients with cardiospasm should be consid- 
ered candidates for the development of pulmonary 
complications resulting from esophageal overflow, 
even in the absence of pulmonary symptoms. Reso- 
lution of the related pulmonary disease frequently 
responds to satisfactory treatment of the underlying 
cardiospasm. Well established instances of cardio- 
spasm may present no definite history of pulmonary 
symptoms, yet show x-ray evidence of chronic lung 
disease, probably the result of subclinical episodes of 
disease following the aspiration of esophageal con- 
tents. SAMUEL Kaun, M.D. 


Liposarcoma of the Mediastinum; Report of a Case 
with Associated Lipomas of the Mediastinum 
and Subcutaneous Tissues. Ciirrorp F. StorEY 
and KENNETH P. Knutson. J. Thorac. Surg., 1951, 
22: 300. 


Primary liposarcoma of the mediastinum is a rare 
tumor. Only 5 cases are reported in the literature. 
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The authors report the sixth case which was asso- 
ciated with a mediastinal lipoma as well as a lipoma 
of the abdominal wall. Surgical removal is the treat- 
ment of choice. The prognosis depends on the differ- 
entiation of the tumor. 

The case is described in detail and a review of the 
literature pertaining to liposarcoma is included. 

Rosert L. Crartc, M.D. 


MISCELLANEOUS 


Changes in Urine and Serum Electrolytes and Plas- 
ma Volumes After Major Intrathoracic Opera- 
tions. Rosert K. FIntey, Jr., Joun Y. TEMPLE- 
TON, III, Ropert H. Hoitanp, and Joun H. Grs- 
BON, JR. J. Thorac. Surg., 1951, 22: 219. 


Nineteen patients who had been subjected to ex- 
tensive intrathoracic operations were studied to 
determine the changes in urine and serum electro- 
lytes and plasma volumes. The urine and serum 
sodium, potassium, and chloride concentrations were 
determined. Plasma volumes and hematocrits were 
measured, and blood volumes were calculated. Total 
eosinophil counts were made in 11 patients. 

Usually, the preoperative serum sodium concentra- 
tion was low, averaging 125 milliequivalents per 
liter. Little change was found after operation. Serum 
potassium and serum chloride showed no significant 
deviations. 

Urine sodium excretion was depressed postopera- 
tively, usually to less than 1o milliequivalents per 
day. This depression lasted for about 5 days. Urine 
chloride excretion was also depressed postoperative- 
ly, but not to the same extent. The urine potassium 
excretion showed no significant change after opera- 
tion. 

There was no evidence of adrenocortical insuf- 
ficiency in any of the patients operated upon. 

After operation, diminished urinary excretion 
of sodium persisted longer than depression of the 
total eosinophil count in half the patients so studied. 

Diminution of the plasma volume and increase in 
the hematocrit was noted during the first 24 hours 
after operation unless plasma or a plasma substitute 
—ossein gelatin—was administered. 

SAMUEL Kann, M.D. 


Tracheotomy in the Treatment of Nontraumatic 
Mediastinal Emphysema (A traqueostomia no 
tratamento do enfisema nado-traumatico do medias- 
tino). C. Cariccuio. Arg. cirurg. clin., S. Paulo, 
1951, 14: 81. 

The author reports 2 cases of spontaneous 
mediastinal emphysema. These occurred in pa- 
tients suffering from other serious disabilities, and 
although considerable clinical data are included, 
they do not refer particularly to the mechanism 
whereby the air escaped into the mediastinal planes. 

The chief object of the communication is to 
emphasize the use of tracheotomy in the manage- 
ment of this condition. The advantages offered in- 
clude: 
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1. The reduction in the volume of air escaping 
into the mediastinum from the air passages as a 
result of easier expiratory effort under tracheotomy. 

2. The easier access to the tracheobronchial tree 
for the purpose of aspirating secretions. 

3. The possibility of direct instillation of medi- 
cines into the tracheobronchial tree, such as anti- 
biotics. 

A cervical mediastinotomy for decompression of 
the mediastinum is easily combined with tracheot- 
omy. Both of the patients, one a 39-year-old 
woman and the other a 114-year-old boy, responded 
in an entirely satisfactory manner to this method of 
management. Hrram T. Lancston, M.D. 


Collapse During Thoracic Operations and Its Treat- 
ment. E. Husretpt. Acta chir. scand., 1951, 102: 1. 


Unexplained shock with cessation of respiration 
following a thoracic operation is not an infrequent 
occurrence. It is pointed out that there may be 
three causes for this type of catastrophe: (1) atelecta- 
sis, (2) cardiac irregularity from reflex stimulation, 
and (3) anoxia following the accumulation of exces- 
sive alveolar carbon dioxide. During protracted 
operations in the side position, secretions may collect 
in a healthy lung despite energetic aspiration, and 
cause atelectasis. Reflex stimulation from tracheal 
intubation, irritation of the pleura, manipulation 
around the root of the lung and aorta, and irritation 
of the pericardium may lead to cardiac irregularities 
and ventricular fibrillation. During thoracic opera- 
tions a rise in the carbon dioxide tension in the 
alveolar air may be observed unless efficient rhythmi- 
cal ventilation is provided by manual or mechanical 
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means. This increase in carbon dioxide may lead 
to unsuspected prolonged anoxia. 

It is pointed out that catastrophes may be pre- 
vented if dangerous reflexes are avoided by the use 
of local anesthesia in the mediastinum and prophy- 
lactic procaine given intravenously. Particular care 
should be exercised at the time the patient is shifted 
from the side position to the supine position; 
rhythmic manual ventilation must be carried out 
during the procedure. 

The author gives short case histories of 8 patients 
with sudden collapse following thoracic operation. 
Three of these expired with atelectasis, one with 
anoxia, and another with congenital cardiac defects. 

Curtis Artz, M.D. 


Urgent Thoracic Surgery (Dringliche Thoraxchirur- 
gie). A. GUETGEMANN. Chirurg, 1951, 22: 387. 


Following a general description of the acute in- 
dications for thoracic surgery, lobectomy after 
rupture of the lung is stressed. 

Two case histories of patients with rupture of the 
bronchus and their treatment with lobectomy are 
given. 

The value of a transthoracic operation for 
diaphragmatic hernia is pointed out for herniated 
intestines in which perforation or infection is likely. 

Embolectomy of the lung, a rare indication for 
thoracic surgery, is also discussed. 

Perforation of the esophagus, congenital eso- 
phageal atresia, and the conventional operative 
techniques of anastomosis are described and a review 
of the results in the literature is given. 

GERTRUDE J. VAN Eck, M.D. 
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Strangulated Femoral Hernia; A Review of 108 
Cases. JosepH C. PEDEN, Jr. J. Missouri M. Ass., 
1951, 48: 873. 

In a review of 108 cases of femoral hernia observed 
at the St. Louis City Hospital from 1936 to 1949, 
the author found that operation had been performed 
more often for strangulated hernias than for un- 
— and incarcerated femoral hernias com- 
bined. 

His analysis of this series of cases leads him to 
recommend that repair of all nonstrangulated femo- 
ral hernias should be done unless it is strongly contra- 
indicated because of the high incidence of strangu- 
lation with a greatly increased mortality rate. 

BENJAMIN GOLpMAN, M.D. 


Fascia Lata Repair of Massive Ventral Hernias. 
RoBErRT C. AusTIN and EuGENneE F. DAmstRA. Am. 
J. Surg., 1951, 82: 466. 

Eight cases of large ventral incisional hernias 
which were repaired by various techniques involving 
the use of fascia are presented. Good results were 
obtained with a reflected flap of abdominal aponeu- 
rosis, with a pedicled graft of fascia lata, and with 
free transplants of fascia lata from the iliotibial 
tract. The free transplant of fascia lata was consider- 
ed the most satisfactory as it was the simplest to do 
and did not interfere with early mobilization of the 
patient. Wire sutures were preferred to fix the 
grafts, often supplemented by fascia lata sutures 
when the tissues were of poor quality. Less severe 
incisional hernias may be satisfactorily repaired 
with fascia lata sutures, but grafts are required to 
fill in large defects. Joun E. Karasin, M.D. 


GASTROINTESTINAL TRACT 


A Biopsy Study of Chronic Gastritis and Gastric 
Atrophy. R. Mortreram. J. Path. Bact., Lond. 
1951, 63: 389. 

Because of the difficulty in obtaining satisfactory 
specimens, histologic examination of the gastric 
mucosa in gastritis and in gastric atrophy has been 
limited. Biopsy specimens were obtained of the 
gastric mucosa of a group of patients complaining 
of a variety of dyspeptic symptoms, and of another 
group suffering from pernicious anemia. 

Biopsies were done with use of a flexible tube, 
and the morphologic character of the mucosa of the 
body of the stomach was studied in 150 patients 
suffering from a variety of dyspeptic symptoms and 
in whom an opaque meal showed no gross abnor- 
mality. 

No significant change was seen in the gastric 
mucosa of 55 patients with dyspepsia. In the re- 
mainder, various degrees of atrophy of the chief 
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and parietal cells was present. In these patients 
the severity of the atrophy was in general propor- 
tion to the extent of the gastritis, so that two broad 
classes were recognized: those with superficial gas- 
tritis without atrophy of tubular epithelium, and 
those in whom there was more deeply extending 
gastritis with atrophy of tubular epithelium. 

The mucosal changes in gastritis and the mucosal 
atrophy of pernicious anemia were probably diffuse 
over the whole extent of the body mucosa. In sup- 
port of this assumption there was close correlation 
between the atrophy of the chief and parietal cells 
observed in a given biopsy sample and the func- 
tional defect as observed in the histamine test meal. 
In addition, the histologic appearances of speci- 
mens from different sites were very similar. The 
small biopsy piece, consequently, can reasonably 
be regarded as representative of the general state 
of the body mucosa. 

Apart from alcohol, no known etiological factor 
in the production of the gastritis was observed. A 
history of an immediately preceding alcoholic bout 
was obtained in 3 patients whose mucosa showed a 
superficial gastritis. On withdrawal of the alcohol, 
healing was rapid. Biopsy was also performed 
upon 20 patients with chronic alcoholism with as- 
sociated malnutrition. These patients all had en- 
larged fatty livers which in some cases had pro- 
gressed to portal cirrhosis. Several of them also 
showed peripheral neuritis. The biopsy specimens 
were obtained after 2 or 3 weeks’ stay in the hospital. 
In 19 of these cases the gastric mucosa was normal 
or showed only minor deviations from normal. 

In 43 cases of pernicious anemia, complete or al- 
most complete tubular atrophy combined with 
prominent intestinal metaplasia and absence of 
wandering-cell infiltration made up a pattern which 
is distinctive for this disease. Adequate liver- 
extract therapy failed to-alter these mucosal ap- 
pearances. STEPHEN A. ZIEMAN, M.D. 


Anatomic Study of Benign and Malignant Gastric 
Ulcerations. R. P. Boupreau, J. P. Harvey, Jr., 
and S. L. Rossins. J. Am. M. Ass., 1951, 147: 374- 


Several criteria have frequently been used for clin- 
ical differentiation of benign from malignant gastric 
lesions. By the study of 8,493 autopsy cases the 
authors tried to determine the reliability of these 
criteria, but they found them to be very unreliable. 

It is true that malignant ulcers show a slight in- 
crease in frequency with advancing age, but benign 
lesions tend to remain at a constant level of frequen- 
cy, do not decrease in the later years of life, and are 
by no means uncommon in the aged. Size, too, is an 
unreliable criterion. Malignant ulcers may be small 
as well as large, and benign ulcers also vary in size, 
No area of the stomach is immune to malignancy, 
The area of greatest predisposition to ulceration ap. 
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pears to be the prepyloric region. Of the benign ul- 
cers 58 per cent, and of the malignant ulcers 56 per 
cent, occurred in this region. Perforation occurred 
almost as frequently in benign ulcerations (18%) as 
in malignant ones (12%), but significant hemorrhage 
was more common in the benign ulcers (37%) than 
in the cancerous ones (27%). 

This study serves to re-emphasize the fallibility of 
absolute dependence on any clinical feature in the 
differential diagnosis between benign and malignant 
gastric ulcers. The proper diagnosis, when possible, 
can be arrived at only by the use of many clinical 
findings, each of which is of uncertain significance 
but whose combined value may permit a reasonably 
accurate decision. Ey Ex.iotr Lazarus, M.D. 


Problems of Secretory Physiology of the Stomach 
and of Surgical Treatment of Ulcer Disease in 
the Light of Physiopathological Studies of 
Subtotal Gastrectomy (Les problémes de la phy- 
siologie sécrétoire de l’estomac. De la thérapeutique 
chirurgicale de la maladie ulcéreuse a la lumiére de 
létude physiopathologique de la gastrectomie sub- 
totale). L. DELoyERS. Presse méd., 1951, 59: 1213. 


Although subtotal gastrectomy represents the 
best surgical method of treating peptic ulcers, it 
paradoxically removes the antrum with its alkaline 
secretion while it leaves the acid-producing area. 

The functional success of this operation does not 
depend entirely upon the extent of the resection, 
but also on the type of anastomosis, because the 
remaining portion of the stomach retains its ability 
to respond to an adequate stimulus. Achlorhydria 
after partial gastric resection depends on the ex- 
clusion of accessory centers in which reflexes may 
originate, such as the duodenum after the Billroth 
I operation, or the afferent jejunal loop after the 
Billroth II operation if reflux into this loop occurs 
because of faulty technique. 

The most logical operation for peptic ulcer would 
be total fundusectomy with esophagoantral anasto- 
mosis. Such an operation would completely elimi- 
nate the acid-bearing area but preserve the pyloric 
sphincter so that the dumping syndrome would be 
prevented. Josepu K. Narat, M.D. 


Safeguards in Gastric Resection for Duodenal 
Ulcer. FREpERIcK P. Ross and RIcHARD WARREN. 
N. England J. M., 1951, 245: 475. 


The authors present a program of management of 
the technical aspects of extensive partial gastrecto- 
my for complicated duodenal ulcer. In practically 
all cases the anastomosis of the stomach and jejunum 
is carried out in the manner of Hofmeister, with par- 
tial closure of the angle along the lesser curvature. 
This converts the stomach remnant into a somewhat 
tubular structure which allows a shorter jejunal loop 
to be used, and decreases the size of the gastrojejunal 
lumen. Open anastomosis is performed with two 
layers of sutures, the inner layer of fine catgut for 
hemostasis, the outer layer of Halsted mattress su- 
tures of silk or cotton through the seromuscular layer. 
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Enterostomy clamps are not used since they obscure 
bleeding points which should be individually ligated, 
and because they may also contribute to the develop- 
ment of postoperative edema around the stoma. 
The vascularity of the stomach remnant and the 
jejunum assures rapid and solid healing of the 
anastomosis. 

In the management of the duodenal stump it is 
emphasized that a single row of well placed non- 
absorbable mattress sutures that approximate the 
seromuscular layers, without tension, is infinitely 
safer than multiple rows of sutures that are too 
tight. 

In the presence of a large inflammatory mass in 
and about a penetrating duodenal ulcer in which the 
anatomic landmarks are obscured, the authors 
usually carry out a two-stage resection. In essence, 
the stomach is deliberately divided through the 
antrum well proximal to the pylorus. The ulcer 
mass is left behind, the antrum is closed on itself, 
and an adequate partial gastrectomy is carried out 
with the establishment of the gastrojejunal anasto- 
mosis. Decision to carry out this two-stage proced- 
ure must be made promptly, for dissection in the 
region of the pylorus has resulted in division of the 
right gastric and gastroepiploic vessels at such levels 
that the antral segment is devascularized and cannot 
be closed with safety. Secondly, one must leave 
plenty of antrum for easy closure of normal tissue. 
Finally, one should not subject the inflammatory 
mass to biopsy. 

The second stage of the operation is carried out 
approximately 6 weeks later. The retained antrum 
and pylorus are removed. By this time there will 
have been an extraordinary resolution of the inflam- 
matory process; the indurated inflammatory mass is 
represented by scar tissue only. This two-stage 
gastrectomy was carried out in 18 patients, or 9 per 
cent of the present series. 

The scarring of the duodenum from a long-stand- 
ing duodenal ulcer often presents a difficult technical 
problem. Under such circumstances, whenever the 
possibility of injury to the common duct is present 
the latter structure must be visualized. Whenever 
necessary, the common duct is best protected by 
opening it and introducing a probe or woven bougie 
through it into the duodenum. When the common 
duct is opened a T tube is introduced for temporary 
drainage at the end of the operation. 

OrvILte F. Grimes, M.D. 


Late Results of Vagotomy for Peptic Ulcer (Esiti 
lontani della vagotomia per ulcera peptica). Rar- 
FAELE Basso. Gzior. ital. chir., 1951, 7: 363. 


Five cases of vagotomy with gastroenterostomy 
because of peptic ulcer are reviewed 2 years after 
the surgical intervention, the results being: healing 
in 2 cases of duodenal ulcer, improvement in 2 cases, 
and recurrence of the peptic ulcer, in the fifth one. 
Postoperative gastric atony and diarrhea were tran- 
sitory; hypochlorhydia was present in 4 cases, being 
present in the case in which the ulcer recurred. 

















This indicates that vagotomy does not suppress all 
of the ulcerogenous peptic stimuli. 

Failure of vagotomy to heal peptic ulcer is being 
reported more frequently by many surgeons. By 
comparing the results of vagotomy for peptic ulcer 
with those obtained by gastric resection, the opera- 
tor concludes that the latter is still the operation of 
choice. Joseru M. A. Pape, M.D. 


Vagotomy Versus Gastric Resection. Martin J. 
HEALy, Jr., SipNEY J. HELLMAN, and Paut K. 
Saver. J. Am. M.Ass., 1951, 147: 368. 


A study based on 263 consecutive subtotal gas- 
trectomies and 54 consecutive vagotomies per- 
formed concurrently in comparable cases is pre- 
sented with a view toward evaluating the relative 
effectiveness of these two forms of therapy for 
duodenal ulcer. The follow-up in this series was 
excellent and allowed for a long term study and 
evaluation. 

The case fatality rate after vagotomy was 2.4 
per cent and after gastric resection 3.2 per cent. 
Early postoperative complications were of the same 
order of frequency, but those following resection 
were considered of more serious consequence. Un- 
desirable late complications were significantly higher 
in the vagotomized group. 

Gastric resection was followed by the dumping 
syndrome in 10.2 per cent of the cases. Vagotomy 
had gastric atony as its most frequent sequel, in 
46.3 per cent, and in 19.5 per cent of the cases it 
was severe enough to make further surgery manda- 
tory. Marginal ulcers could be demonstrated in 5.8 
per cent of the resected group. Recurrent or per- 
sistent active ulceration was observed in 36.7 per 
cent of the vagotomized patients. Among patients 
with a preoperative history of bleeding, recurrence 
of a varying degree was noted in 13.6 per cent of 
the resected patients and in 31.6 per cent of the 
vagotomized group. 

Over-all final evaluation showed that 87 per cent 
of the patients were benefited by resection and 65.9 
per cent were benefited by vagotomy. A compara- 
tive analysis of a small group of gastrojejunal ulcers 
treated by gastric resection (9) and by vagotomy 
(11) showed the following results: after gastric re- 
section improvement was noted in 78 per cent, 
while after vagotomy improvement was obtained 
in only §5 per cent. 

The authors conclude from these studies that in 
intractable duodenal ulcer gastric resection can be 
expected to produce far superior results than those 
of vagotomy. Exy Extiotr Lazarus, M.D. 


A Procedure for Re-Establishing the Intestinal 
Continuity after Total Gastrectomy (Un pro- 
cédé de rétablissement de la continuité intestinale 
aprés gastrectomie totale). ALatn MoucHet and 
JACQUES MARQUAND. Sem. hép. Paris, 1951, 27: 1930. 


Having done 20 transthoracic, abdominal, and 
thoracoabdominal gastric resections by utilizing 
the terminolateral implantation procedure of Lahey, 
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the authors prefer the abdominal approach and 
elaborate on the finer points of the technique, in- 
cluding a full page of drawings to illustrate the pre- 
placement of posterior mucosal sutures followed by 
a posterior row of sutures, the use of guy sutures on 
clamps and the placement of inverted sutures 
anteriorly, fixation of the bowel serosa on the dia- 
phragm at each side of the enterostomy, and, 
finally, the development and closure of the meso- 
colon about the jejunojejunostomy, which completes 
the anastomosis. Jane C. MacMi1tay, M.D. 


Discussion on Postgastrectomy Syndromes. R. B. 
WE Bourn, T. J. BuTLER, and W. M. Capper. 
Proc. R. Soc. M., Lond., 1951, 44: 773. 


This article is divided into 3 parts. Separate dis- 
cussions on the postgastrectomy syndrome are given 
by three surgeons from different clinics. They present 
their views and the results of individual experiences. 

WELBOURN reports his experiences, based on a de- 
tailed study of over 300 cases in which subtotal gas- 
trectomy had been performed for ulcer in the De- 
partment of Surgery at Liverpool. Ninety per cent 
of the patients were free from pain and well satisfied 
with the results of the operative procedure; in 5 per 
cent, recurrent ulcers developed or the patient died; 
in a further 5 per cent, severe postprandial symptoms 
or deficiency states developed. 

The “dumping syndrome” was studied. The 
jejunal distention theory did not seem satisfactory. 
Five patients with dumping syndromes were ob- 
served after being fed a mixture of hypertonic glu- 
cose and barium while the symptoms were present. 
In every case an unusual degree of activity was seen 
in the jejunum, and in no case was there any disten- 
tion. Kymographic records of activity of the small 
intestine showed increased active contractions pro- 
duced by the administration of hypertonic solutions. 
It is pointed out that the dumping syndrome is due, 
most likely, to increased motor activity in the jejun- 
um rather than to distention. Since splanchnic pro- 
caine block, thoracolumbar sympathectomy, and 
the administration of ganglion blocking agents such 
as hexamethonium bromide can abolish the symp- 
toms, it is suggested that afferent stimuli are carried 
from the bowel by the sympathetic nerves. Two 
other major effects of rapid gastric emptying, diar- 
rhea and steatorrhea, are caused by peristaltic rushes 
initiated by hypertonic solutions. In 2 patients with 
steatorrhea, the administration of hexamethonium 
bromide was of considerable value. 

BuTLER (of Bristol) presented a review of 660 pa- 
tients who had survived partial gastrectomy for be- 
nign ulcer. Seventy-nine of the patients (11.9%) 
developed a dumping syndrome. Four types of 
studies were carried out on these patients: distention 
of the jejunum with a balloon, effects of change of 
posture, radiological studies, and effects of a mer- 
cury-loaded bag in the gastric remnant. Clinical 
studies on the 79 patients showed that (1) the bulk 
of the meal appeared to be the chief factor in the pro- 
duction of the syndrome, (2) the syndrome was pre- 
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vented and relieved by lying down, (3) vomiting of 
large amounts of bile-stained fluid, presumably from 
the afferent loop, enabled the patient to take larger 
meals without ill effects, and (4) patients who had 
had long antecolic anastomosis following the Polya 
operation developed the syndrome with smaller 
meals than did those with short retrocolic anasto- 
moses. From the experimental studies, it was point- 
ed out that all the symptoms of the syndrome are not 
due to the same cause. Sensation of fullness was be- 
lieved to be due to jejunal filling and was unaffected 
by change of posture. The vasomotor symptoms were 
believed to be due to the effect of gravity and were 
relieved by lying down. It did not seem that rapid 
jejunal filling was the major causative factor in the 
production of the vasomotor component of the syn- 
drome. It is pointed out that the peritoneal sup- 
ports of the stomach after subtotal gastrectomy are 
weak. The presence of food in the stomach and jejun- 
um increases the traction on the remaining peritoneal 
attachments of the gastric remnant. By increasing 
and reconstructing the peritoneal attachments of the 
stomach in 128 patients who had undergone subtotal 
gastrectomy, the incidence of the dumping syndrome 
was 1 per cent. In a controlled series of 113 cases in 
which no reconstruction was attempted, the inci- 
dence was 12 per cent. 

CapPER (of Bristol) also emphasized that jejunal 
distention is not the sole cause for the dumping syn- 
drome. He points out that the condition can be pre- 
vented by paying careful attention to the support of 
the remnants of the stomach so that there is no un- 
due gastric stretch when the food enters the stomach. 
He sutures the lesser curvature at the angle of the 
anastomosis to the mass of tissue surrounding the 
left gastric artery and places sutures between the 
lesser curvature and the upper free edge of the gas- 
trohepatic ligament. In 9g patients with severe 
dumping syndrome, complete relief was obtained in 
8 after reoperation and support of the lesser curve 
and afferent loop. Curtis Artz, M.D. 


The Fate of the Tumor in Infantile Hypertrophic 
Pyloric Stenosis. Grorce ARMITAGE and J. A. 
Rainn. Brit. J. Surg., 1951, 39: 39. 


The authors report a case of infantile hyper- 
trophic pyloric stenosis in which the patient was 
treated by a posterior gastroenterostomy at the age 
of 2 months. Forty-one years later gastric resection 
was done for a perforated gastrojejunal ulcer. 

The resected specimen provided opportunity to 
observe a hypertrophic pylorus which had persisted 
from infancy. Considerable thickening and elonga- 
tion of the pyloric canal was present in the specimen. 

FREDERICK W. Preston, M.D. 


Size of Tumor in Infantile Pyloric Stenosis Related 
to Age at Operation. THomas McKeown, BRIAN 
MacManon, and R. G. Recorp. Lancet, Lond., 
IQ5I, 261: 556. 

Operative notes of 578 patients operated on for 
pyloric stenosis at the Birmingham Children’s Hos- 
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pital have been examined for the purpose of relating 
the size of tumor to the age at operation. 

The proportion of patients submitted to operation 
earlier than 3 weeks was low (33 of 578), and of those 
submitted to operation earlier than 3 weeks, in 
whom no tumor was present, was relatively high 
(about one-quarter). The earliest age at which a 
tumor was seen was g days. No large tumors were 
observed under 3 weeks, and relatively few under 
5 weeks. 

The size of the tumor was highly correlated with 
the age at operation; thus, the proportion of large 
tumors increased regularly after the third week, and 
after the tenth week four-fifths of all the tumors 
were large. For large and small tumors, respectively, 
the mean duration of symptoms before operation 
was 3 weeks and 2 weeks. 

The duration of symptoms before the patients 
were brought to operation decreased as the age at 
onset of the symptoms increased. 

It is suggested that this evidence strongly sup- 
ports the view that tumors develop after birth, 
although it does not exclude the possibility of some 
change in the pylorus at birth. 

Ey Ex.iotr Lazarus, M.D. 


Spontaneous Obliteration of the Gastroenteros- 
tomy Aperture (Su le obliterazioni spontanee 
della bocca gastroenteroanastomotica). F. Mor. 
Arch. ital. chir., 1951, 74: 261. 


The 41-year-old patient of the author had under- 
gone an emergency operation 5 years previously for 
bleeding duodenal ulcer. At that time the ulcer was 
sutured over and a transmesocolic gastroenterostomy 
was made to assure proper emptying of the stomach, 
the pylorus of which had been seriously narrowed 
by the suture of the ulcer. 

For 11 years the patient was practically free from 
symptoms. Following this period the rather typical 
ulcer symptoms returned and re-operation disclosed 
the fact that the duodenal ulcer had healed with re- 
permeation of the pylorus, that the gastroenteros- 
tomy aperture had narrowed down to a tiny opening 
of approximately 2 mm., and that a new ulcer had 
formed at the lesser curvature of the stomach, about 
midway between the pylorus and the cardia. 

The adherent portion of the jejunum involved in 
the anastomosis was separated and closed, a sub- 
total gastrectomy was carried out and a termino- 
lateral transmesocolic anastomosis was made. The 
section of the removed portion of the stomach, con- 
taining the tiny foramen of the original gastro- 
enterostomy opening, was fixed in the usual manner, 
stained with hemotoxylin-eosin and the van Gieson 
stain, and sections in an oblique direction to the 
central axis of the stoma were prepared. 

Microscopic examination of these sections dis- 
closed a mucosa which was continuous in the direc- 
tion of what should be the margins of the opening. 
The cells of the glands, and the glands of this mucosa 
themselves were on the whole perfectly normal; no 
chief cells were observed. The muscularis mucosae 














however, did not approximate the borders of the 
aperture, its place being taken by a rather sclerotic 
connective tissue rich in blood vessels. This sclerotic 
ring was in contact in the other direction with a 
perfectly normal gastric serosa. The general im- 
pression was that the margins of this original gastro- 
enterostomy aperture had proliferated and all but 
closed the aperture itself. There was no evidence 
anywhere of either inflammatory or _ ulcerous 
processes. 

The author believes that this aperture closed 
spontaneously, not from the edematous swelling or 
growth exuberance of inflammation or new growth, 
but simply because the original gastroenterostomy 
opening had not continued to function. Probably at 
first it had functioned and this would explain the 
well-being following the first operation. This func- 
tioning had benefited the duodenal ulcer to the ex- 
tent that it had healed and had re-established the 
pyloric route for the ejection of food from the 
stomach. However, the operation had not affected 
the hyperacidity and had not prevented recurrence 
of the ulcer, this time on the lesser curvature of the 
stomach. However, the aperture had closed, just as 
the perineal drainage opening closes when the 
permeability of the natural urinary passages is re- 
established. 

In the case here reported the original gastro- 
enterostomy had been done high up, at about the 
level of the recurrent ulcer. This the author re- 
gards as being too high. The aperture, wher prac- 
ticable, should be located down low, if possible, in 
the expulsive or antral portion of the stomach. The 
opening should be elongated and placed oblique to 
the course of the longitudinal muscle fibers of the 
antral portion of the stomach. The aperture should, 
of course, be sufficiently large, and the patient 
should be instructed to assume a position during 
the period of expulsion of the food from the stomach 
to take advantage of the force of gravity. This will 
place the gastroenterostomy opening as low as 
possible. Joun W. BRENNAN, M.D. 


Enterocystomas; Report of 6 Cases. Kai DoHN and 
OLAF PovisEN. Acta chir. scand., 1951, 102: 21. 


Enterocystomas are congenital fluid-containing 
cysts, the walls of which possess more or less com- 
pletely a similar structure to that of the alimentary 
tract. The great majority produce symptoms, and 
treatment by surgical intervention has become the 
rule. The authors report 6 cases of enterocystomas, 
4 intra-abdominal and 2 thoracic, observed at the 
Bispebjerg Hospital, Copenhagen. Five of the 
patients were subjected to surgery and cured. The 
sixth expired before a diagnosis was made. In a re- 
view of the literature, 309 cases of enterocystoma 
were found. This series, in addition to the cases pre- 
viously mentioned, served as a basis for this survey. 

The great majority of these cysts occur along the 
alimentary tract; the site of predilection is the ter- 
minal segment of the ileum. Most of the entero- 
cystomas connected with the gut are imbedded in the 
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intestinal wall. However, some are situated outside 
of the wall between the layers of the mesentery. 
Multiple enterocystomas are not uncommon. The 
thoracic type are usually found in the posterior 
mediastinum. These unilocular cysts are usually 
about the size of an orange. They may contain serous 
or mucous fluid of a clear yellow or dark green color. 
The gastrogenic enterocystoma may show a physio- 
logical activity similar to that part of the alimentary 
tract which it resembles morphologically. It is be- 
lieved that most of these cysts arise from a preserved 
portion of the vitello-intestinal duct. Others may 
arise from a cystic change of persisting fetal diverti- 
cula. 

Of the abdominal enterocystomas only about 85 
per cent are symptom-producing. Of these, 4o per 
cent are seen in the first year of life, whereas 30 per 
cent occur after the age of 16. Two-thirds of these 
intra-abdominal lesions give rise to some type of in- 
testinal obstruction. The treatment of choice is 
surgical enucleation of the lesion. If this is not pos- 
sible a resection of the adjoining intestinal tract is 
indicated. Marsupialization is frowned upon be- 
cause of the risk of intestinal fistula. Unlike the 
intra-abdominal enterocystomas, the thoracic va- 
riety present a clinical picture that is nearly always 
chronic. The predominant symptoms are cough, 
dyspnea, and stridor. Only about half of the thoracic 
type are symptom-producing. Not infrequently the 
diagnosis is made by routine x-ray examination. 

Curtis Artz, M.D. 


The Effect of Gelfoam on the Integrity of Intestinal 
Anastomosis. B. E. CHAMBERLAIN, J. E. DEt- 
MONICO, JR., and R. O. Grecc. Am. J. Surg., 1951, 
82: 462. 


These authors confirmed the finding that gelatin 
sponge in apposition to intestinal anastomoses in the 
dog increases the danger of perforation and fatal 
peritonitis. They found that impregnation of the gel- 
foam with 500,000 units of crystalline penicillin is ef- 
fective in preventing perforation of the anastomosis 
or local abscess formation, while impregnation with 
600,000 units of a procaine-penicillin preparation is 
ineffective. Haro_p LaurMan, M.D. 


A Reticuloplasmosarcoma in Meckel’s diverticu- 
lum (Reticolo-plasmocito-sarcoma del diverticolo 
di Meckel). S. Occuipinti and S. SERRANO. Ann. 
ital. chir., 1951, 28: 205. 

The literature of Meckel’s diverticulum is re- 
viewed. Neoplasms were found in 1.5 per cent of 
1,605 cases reported by Moses in 1947. These rep- 
resented 24 cases, of which 16 were classified as 
sarcoma. Two other sarcomas were reported, mak- 
ing a total of 18. 

The author gives a case report of a patient oper- 
ated on for a mass in the right inguinal fossa. He 
was found to have loops of ileum matted together 
and walling off an abscess. A brownish tumor mass 
was found to arise from the penultimate loop of the 
ileum. This was resected and an end-to-end anas- 
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tomosis was performed. In spite of abundant anti- 
biotic and sulfonamide therapy the patient de- 
veloped generalized peritonitis and was transported 
home on the seventh day in a most grave condition. 
An autopsy was not obtained. The histologic report 
showed a polymorphous variety of cells. All stages 
from the reticulum to the plasma type of cells were 
found, many of the plasma cells being of the im- 
mature form. 

The authors advise that in the course of a laparo- 
tomy one should look for Meckel’s diverticulum, 
especially when a suspected lesion is not found. 
They cite the findings of Owen and Finney who 
found that in 143 collected cases of Meckel’s diverti- 
culum 25 patients had had from one to three pre- 
vious laparotomies. 

The authors state that they could find no other 
report of a similar tumor although some of the report- 
ed sarcomas may have been of the same type. 

Lucian J. Fronput1, M.D. 


A Contribution to the Study of Colocolic Invagina- 
tion (Contributo allo studio dell’invaginazione 
colo-colica.) Mario Forni. Riforma med., 1951, 
65: 956. 

An t11-month-old infant was found to have 
invagination of the terminal portion of the trans- 
verse colon. She had had periodic attacks of diarrhea 
with liquid feces containing mucus but no blood for 
3 weeks. There had been no vomiting or abdominal 
pain. The day before admission she had an attack 
of severe abdominal pain which was intermittent in 
nature. This was accompanied by an evacuation of 
mucosanguinous nature. The abdominal findings 
were within normal, but rectal examination re- 
vealed blood on the gloved finger. 

A barium enema revealed an invagination of the 
bowel in the transverse colon near the splenic flexure, 
which was causing a partial occlusion. The next day 
the child had another attack of abdominal pain ac- 
companied by a blood-streaked bowel movement. 
A second barium enema was performed 48 hours 
after the first, which reduced the invagination en- 
tirely. Three days later barium was given by 
mouth, which revealed a normal digestive tract in- 
cluding the large bowel. A follow-up 3 months later 
showed no evidence of recurrence. A discussion of 
the symptoms and pathology concludes the article. 

Lucian J. Fronpvut1, M.D. 


Acute Diverticulitis of the Cecum and Ascending 
Colon. Dovuctras R. K. Rei. Brit. J. Surg., 1951, 
39: 76. 

Three cases of cecal diverticulitis are described by 
the author, the literature is briefly reviewed, and the 
clinicopathological features are discussed. 

Diverticulitis on the right side may simulate either 
acute appendicitis or carcinoma of the cecum. The 
recorded cases for the most part are solitary diverti- 
cula. The earliest reported case was that of Potier in 
1912. While the true incidence of cecal diverticulitis 
cannot be estimated, the condition has been de- 
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scribed with increasing frequency, and in 1947 An- 
derson was able to collect and review g1 cases. He 
added 8 from the records of the Mayo Clinic. 

As to the etiology, the possibility of distinguishing 
between a true congenital diverticulum and a false 
or acquired type has engendered much scientific dis- 
cussion. The role of appendectomy as a possible caus- 
ative agent has been emphasized, but Greensfelder 
and Hiller, in 1929, could find only four diverticula 
produced by mechanisms related to appendectomy 
in a review of over 5,000 laparotomies and 400 autop- 


\sies. The most acceptable explanation of a solitary 


cecal diverticulum would appear to be the irregular- 
ity in the process of vacuolation of the intestinal 
entoderm. The most common site is the medial as- 
pect of the cecum or the anterolateral or posterior 
aspects. While the size varies, it commonly measures 
1 to 3 cm. in length and in diameter. 

The symptoms of diverticulitis mimic almost 
exactly those of appendicitis. It is not surprising, 
therefore, that the preoperative diagnosis has been 
appendicitis in 84 per cent of the cases. Upon oper- 
ation, diverticulitis should then be remembered as 
an alternative to carcinoma, regional enteritis, ileo- 
cecal tuberculosis, and actinomycosis. 

While a small noninflamed diverticulum may be 
invaginated safely, inflamed diverticula should be 
excised; but if this entails dissection through an in- 
flammatory mass, simple drainage should be sub- 
stituted. Rarely, exteriorization of the cecum or re- 
section of the Lahey-Mikulicz type may be neces- 
sary. Local resection of the cecal wall may be pre- 
ferred. Hemicolectomy for solitary cecal diverticu- 
litis is unnecessarily severe and has carried a rather 
high mortality as opposed to an over-all mortality of 
6 per cent. The more radical procedure should be re- 
served for those cases in which carcinoma is strongly 
suspected. KENNETH E. SHERMAN, M.D. 


Emphysema of the Colon (Pneumatosis Cystoides 
Intestinalis): A Case Report and Review of the 
British and American Literature. Puitie G. 
CREESE. Gastroenterology, 1951, 19: 75. 


Emphysema of the bowel is a rare lesion of un- 
known etiology which is manifested by a striking 
gaseous dilatation of the intestinal wall and the 
mesentery. The condition is found in two forms: (1) 
the primary, in which there is a diffuse gaseous dis- 
tention of the lymphatics and tissues of the bowel 
wall and mesentery and in which no concomitant 
disease is present, and (2) the secondary, in which 
there is associated a pre-existing disease such as 
stenotic peptic ulcer, carcinoma of the stomach, 
volvulus, or one of several other conditions. Pri- 
mary emphysema is rare. The secondary form is 
more common and is usually accompanied by true 
encysted gas formations in the subserosal lymphatics. 
In the few primary diffuse cases in adults and in the 
cases in infants there is little or no true cyst forma- 
tion and the process is most manifest in the sub- 
mucosal lymphatics. Some authors believe that the 
primary and secondary types are separate diseases, 




















but since the microscopic appearance and the ap- 
parent lymphatic involvement appear to be similar, 
and since too little is known about the pathogenesis 
of either type, the author believes that they should 
be considered as essentially the same processes. 
Males appear to be more commonly affected than fe- 
males. Adults of ali ages are represented and a few 
cases in infants are reported. 

Pathologically, in primary colon emphysema there 
is a striking picture. The bowel wall is greatly thick- 
ened and edematous and is much increased in over- 
all diameter; the colon feels rubbery, and when it is 
opened and the walls are palpated between the fingers 
there is the sensation of feeling a sponge or a piece of 
lung. The rugae are much elevated, often being as 
large as the index finger and although the mucosa is 
intact, the submucous tissues are seen to be filled 
with gas and some lymphlike fluid. This process ex- 
tends out into the mesocolon which is also thickened, 
edematous, and crepitant. 

Microscopically, a normally appearing, intact in- 
testinal mucosa is seen with greatly dilated sub- 
mucosal spaces lined with endothelium and with 
many large giant cells. In some areas the endotheli- 
um is found to be incomplete about the spaces. In 
secondary emphysema the microscopic appearance 
is similar, but grossly the cysts are located sub- 
serosally and are often found in clusters like a bunch 
of grapes. In many instances these are peduncu- 
lated and the gas in the cysts is loculated and will 
not move on pressure from one cyst to another. 

Emphysema of the colon has no pathognomonic 
diagnostic features, it may be perfectly benign and 
only recognized at operation for other conditions. 
When the disease has been primary and located in 
the cecum and ascending colon there have been signs 
of intestinal obstruction which required surgical in- 
tervention. A mass may be palpable in the right 
abdomen. In the reported case the signs and symp- 
toms of appendicitis led to the operation. 

Roentgenograms of the abdomen, either with a 
plain film or with barium, may possibly show gas in 
the intestinal wall and the lumen may be invaginated 
by the gas, which results in narrowing. The gas may 
dissect up to the subdiaphragmatic area retroperi- 
toneally. The temperature, white blood, and dif- 
ferential counts have been normal in most cases. It 
is interesting, however, to note that in each of the 
primary cecocolon cases, none of the surgeons was 
willing to leave the lesion in situ. In all probability 
the striking and alarming appearance of the bowel 
was such as to make all of them feel completely justi- 
fied in resorting to resection, as did the author. The 
burden of proof lies with one who would let this ex- 
tensive pathology alone, because in this site there 
have been no proved successful cases so managed. 
The history, the obstructive symptoms, and the 
chronic changes seen microscopically would seem to 
justify resection. 

The various theories of the pathogenesis of em- 
physema of the bowel are speculative for the most 
part and based on little experimental study. The 
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neoplastic concept has been mentioned at various 
times, but there has been no evidence of lymphatic 
neoplastic disease to support it. The bacterial theory 
is based on the supposition that gas-forming organ- 
isms invade the bowel wall and produce these effects. 
This theory is highly attractive and most logical, 
but bacteria are infrequently found in the lesions, 
and when they are, they are not gas-producers, as a 
rule. In addition, one would expect a rather marked 
inflammatory reaction under these conditions. Fur- 
thermore, when the gas in the cysts has been ana- 
lyzed, it has existed in proportions not seen in the 
bowel, and no bacteria are known which will produce 
gas with the high oxygen and nitrogen content 
found. 

The mechanical theory is based on the belief that 
gas is forced from the bowel lumen through a muco- 
sal defect into the bowel wall. This idea has been 
favored by some but there is no substantiation for 
this theory and there are many factors pointing away 
from it. 

Primary intestinal lymphatic dysfunction or ob- 
struction must be seriously considered as one of the 
main factors in the production of this lesion. This 
might possibly be due to dietary deficiency effects on 
the function of the lymphatics themselves or to true 
obstruction. That a lymphatic factor alone is re- 
sponsible is doubtful, since the disease is rare and is 
not seen commonly when there is demonstrable 
lymphatic blockage in primary tumor or inflamma- 
tory lymphatic disease. 

A review of the history, incidence, and distribu- 
tion of emphysema of the intestine has been pre- 
sented. A case of emphysema of the cecum and 
ascending colon in a Puerto Rican is reported. This 
case is 1 of 5 cases reported in which the lesion was 
primary in the large bowel and unassociated with 
other disease processes. 

BENJAMIN GOLDMAN, M.D. 


ACTH Therapy in Ulcerative Colitis and Regional 
Enteritis. S. J. Gray, W. REIFENSTEIN, and J. A. 
BENSON, JR. N. England, J. M., 1951, 245: 481. 


Adrenocorticotrophic hormone (ACTH) produced 
a definite and often dramatic remission in 5 of 6 
patients with extensive ulcerative colitis in the acute 
phase who were incapacitated by the disease and 
refractory to other forms of medical management. 
Similar satisfactory remission was observed in 2 
patients with regional enteritis. 

Relapses occurred in all but 2 patients, in from 2 
to 9 months after the discontinuation of ACTH 
therapy. One patient has remained in a permanent 
remission for 16 months. The patients who relapsed 
responded satisfactorily to a second course of ACTH 
or cortisone therapy. Long-term maintenance ther- 
apy and repeated courses of treatment appear to be 
helpful. ACTH may offer an additional supportive 
measure in the preparation of patients for ileostomy. 
The fecal lysozyme titer, which is a good measure of 
the activity of the disease, and the extent of the 
inflammatory process diminished consistently after 
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ACTH therapy in the 5 patients with ulcerative 
colitis who responded to treatment. ACTH does not 
constitute a cure but is a valuable adjunct-in the 
therapy of ulcerative colitis and regional enteritis, 
particularly in the early stages of the disease. 
OrvILtE F. Grimes, M.D. 


Malignant Degeneration in Chronic Ulcerative 
Colitis. Everett D. KIerer, ErNEsT J. EYTINGE, 
and ALLEN C. JOHNSON. Gastroenterology, 1951, 19: 
er. 

The occurrence of carcinoma of the large bowel 
in patients suffering from chronic ulcerative colitis 
has attracted the attention of several authors who 
have reported their experience relative to the fre- 
quency of this complication and some of the un- 
usual features of cancer occurring in the chronically 
infected colon or rectum. From the clinician’s 
point of view the expectancy rate is also important, 
especially if it can be correlated with the age of the 
patient, the duration of the colitis, and the type of 
pathologic changes already present in the colon. 
He would like to know how much the probability 
of malignant degeneration affects the prognosis of 
a given case of chronic ulcerative colitis and just 
how important this danger is as an indication for 
surgical resection of the large bowel. 

From a study of 226 verified cases it may be 
concluded that a person who acquires ulcerative 
colitis in the second decade of life and continues to 
suffer from active disease until he is 30 faces a real 
hazard in possible malignant degeneration. The 
hazard, however, is not in itself sufficiently omi- 
nous to demand surgical extirpation of the colon 
and rectum without other indications. Actually in 
most cases of persistently active colitis for 10 years 
or more, the indications for surgery are quite clear 
even without the added indication of the hazard 
of cancer. In patients for whom an ileostomy has 
been necessary, it would seem that the danger of 
malignant degeneration is sufficient to make total 
colectomy advisable. Patients who are under med- 
ical observation and treatment for chronic ulcera- 
tive colitis should be examined at intervals for 
evidence of malignant degeneration. Much of the 
value of this policy is mitigated by the frequently 
observed characteristic that cancer under these cir- 
cumstances is incurable by the time it has developed 
to the point at which it can be diagnosed. 

BENJAMIN GOLDMAN, M.D. 


The Treatment of Acute Toxic Ulcerative Colitis 
by Ileostomy and Simultaneous Colectomy. 
GEORGE CRILE, JR., and C. Y. THoMAS, Jr. Gastro- 
enterology, 1951, 19: 58. 

Acute toxic ulcerative colitis is rare, occurring in 
less than 5 per cent of all cases of ulcerative colitis. 

Conservative (medical) treatment of acute toxic 
ulcerative colitis has entailed a prohibitively high 
mortality and morbidity. Seventy-three per cent of 
the patients treated medically died during the period 
covering from 2 to g years in which they were fol- 
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lowed. Only 13 per cent of the medically treated 
patients were found to be rehabilitated socially and 
economically. 

Ileostomy followed by stage colectomy also has 
resulted in a high mortality rate—66 per cent. Fol- 
lowing colectomy, all surviving patients were re- 
habilitated. 

In a small series of patients with acute toxic ulcer- 
ative colitis prompt improvement and rapid reha- 
bilitation have followed simultaneous ileostomy and 
subtotal colectomy. Only 1 of these 7 patients died 
following operation and the remainder have been 
rehabilitated promptly. 

Since patients with acute toxic ulcerative colitis 
may die as a result of the disease of the colon in 
spite of ileostomy, the safest and quickest way to 
rehabilitate them is by simultaneous ileostomy and 
colectomy. The more desperately ill the patient is, 
the more urgent are the indications for simultaneous 
subtotal colectomy and ileostomy. 

BENJAMIN GOLDMAN, M.D. 


Total Colectomy for Ulcerative Colitis. CampBELL 
GARDNER and G. GAvIN MILLER. Arch. Surg., 1951, 
63: 370. 

Total colectomy is advocated for the patients with 
acute fulminating ulcerative colitis who, in spite of 
careful medical and psychiatric treatment, lose 
weight and strength, have repeated colonic hemor- 
rhages, or who may be chronic invalids. 

The use of this procedure was prompted by the 
authors’ experiences with 2 patients. One of these 
lost as much as 300 gm. of protein, and the other 2 
liters of blood, each day. The latter patient re- 
covered following total colectomy. 

The operation is carried out through a long mid- 
line or left rectus incision. One-stage excision of the 
terminal 6 inches of the ileum and all of the colon to 
the lower sigmoid is done. An ileostomy is made 
through a stab wound in the right rectus muscle and 
the distal sigmoid is brought out through a similar 
incision on the left side. The posterior abdomen is 
not peritonealized. The usual preoperative and post- 
operative measures are taken. 

Seventeen patients have been treated in this 
manner with a mortality of 5.8 per cent. All of the 
patients are leading happy, useful lives. Five pa- 
tients have had the colectomy completed by com- 
bined abdominoperineal operations. Five more will 
probably need such completion. The authors believe 
the one-stage operation to be superior to preliminary 
ileostomy. Donatp C. Geist, M.D. 


Early Diagnosisand Prospects of Success after Oper- 
ative Treatment of Cancer of the Rectum (Die 
Fruehdiagnose und die Erfolgsaussichten der oper- 
ativen Behandlung des Mastdarmkrebses). H. 
FINSTERER. Wien. med. Wschr., 1951, 101: 651. 


Digital examination of the rectum is best per- 
formed with the patient in the knee-chest position. 
A preceding injection of morphine and atropin allows 
differentiation of an organic stenosis and a spasm 















caused by colitis. The patient is given castor oil 
for 2 days prior to the examination, is placed on 
a low residue diet, and is given tap water enemas. 
Rectoscopic examination is performed routinely be- 
fore hemorrhoidectomy in all patients more than 
40 years of age. Roentgenographic studies are ex- 
tremely important because double tumors are not 
infrequent, and the higher one may be overlooked 
in the course of proctoscopy. 

The author has been able to preserve the sphincter 
in 70 per cent of all his patients with rectal cancer. 
He considers this type of procedure no less radical 
than abdominoperineal resection. The postopera- 
tive mortality after sacral resections was 19.7 per 
cent, after abdominosacral resection 16.6 per cent, 
after anterior resection with lateroterminal anas- 
tomosis 10.3 per cent, and after abdominosacral 
extirpations 27.2 per cent. In very senile patients 
or those with perforation or abscess he performed 
sacral extirpation with a mortality of 34.3 per cent. 

Whenever possible, the author now favors the 
abdominosacral operation under spinal anesthesia, 
and he performs the sacral operation only on poor 
risk patients. 

Babcock and Bacon recommend abdominal re- 
section to avoid fistula formation after abdomino- 
sacral resection. 

If the tumor is located close to the sphincter, the 
author performs abdominosacral extirpation with a 
subcutaneous anus. The latter is made by pulling 
out the proximal end of the sigmoid through a stab 
wound at the height of the superior anterior iliac 
spine and bringing it out in the midline through a 
subcutaneous tunnel. 

A follow-up study of 58 patients showed that 94.8 
per cent were able to retain flatus and liquid stools 
after resection. Stenosis can be avoided by em- 
ploying side-to-end anastomosis. 

Josern K. Narat, M.D. 


Cancer of the Anus (Cancer del ano). IstpRo Mar- 
TiNEZ L. and ALBERTO GarcfA Matta. Arch. Soc. 
cirujan. Chile, 1951, 3: 195. 

The authors summarize the general information 
that has been acquired’ regarding anal cancer. 
Fourteen personal cases are reported with a dis- 
cussion of the embryology, anatomy, histopathology, 
and surgical procedure of these malignant tumors. 

The frequency of cancer of the anus as compared 
to cancer of the remainder of the intestinal tract is 
represented in the foreign literature as ranging from 
1 to 6 per cent. The present report shows a much 
higher ratio, 11 per cent. 

There are two principal histological types of 
tumors, a spindle-celled epithelial type and a baso- 
cellular type. The latter is of rarer occurrence. 
Unfortunately, the original lesion may appear 
quite innocent until biopsy specimens are obtained. 
The lesion infiltrates, and metastases to the in- 
guinal, femoral, and iliac glands may occur early. 

The treatment is radical surgery, the procedure 
being either the Miles operation, that of Lockhart- 
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Mummery, or a modification of these operations 
with comprehensive extirpation of the glands when 
necessary. This may be preceded or followed by 
roentgen therapy. STEPHEN A. Zr1eMAN, M.D. 


LIVER, GALL BLADDER, PANCREAS, 
AND SPLEEN 


Bacteriologic Study of the Human Liver. 
RomiEu and ALEXANDER BRUNSCHWIG. 
1951, 30: 621. 


Experimental observations have shown that the 
liver of the normal dog harbors pathogenic anaerobes 
and that in this animal the free escape of bile into the 
closed peritoneal cavity incites the development of 
peritonitis by anaerobic organisms. Clinical experi- 
ence with human patients would indicate that the 
observations in dogs cannot be applied to man. In 
order to study this question more directly, human 
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liver tissue was cultured to observe what, if any, 


bacterial flora might be obtained. 

Bacteriologic studies on human liver removed 
specifically for these studies in the course of opera- 
tions for lower abdominal cancer indicate that this 
organ does not normally contain viable bacteria 
which under certain conditions may become patho- 
genic. CuarLEs Baron, M.D. 


Hepatic Needle Biopsy (Tecnica y valor semiologico 
de la biopsia hepatica por puncion). Oscar PERALTA 
VALLEJO y MIGUEL OssANDON. Rev. méd., Chile, 
TQ5I, 79: 433- 

The technique and histologic value of needle liver 
biopsy are discussed by the authors. By introducing 
a Silvermann needle in the eighth intercostal space 
anterior to the axillary line, the region having been 
infiltrated previously with 2 per cent novocain, the 
authors performed ror biopsies with no fatality and 
no major complications. 

The intercostal approach was preferred to the 
anterior abdominal route to avoid the danger of 
viscus perforation, and occasional puncture of a 
carcinoma of the hepatic flexure or of the gall blad- 
der which may simulate hepatomegaly. However, 
the intercostal approach is fraught with the danger 
of hemorrhage because the superior border of the 
rib acts as a fulcrum for the needle and wide respira- 
tory excursions may cause tearing of the liver. 

As was to be expected, the samples obtained were 
uniformly diagnostic in diffuse liver disease, while in 
localized liver disease the number of negative punc- 
tures was so great that the over-all value of the 
biopsies was 20 per cent. In view of the risks in- 
volved, this procedure should be reserved for care- 
fully selected patients. MicvuEL Drosinsky, M.D. 


Partial Hepatectomy in the Dog; an Experimental 
Study. M.S. DEWEEsE and Crayton LEwIs, Jr. 
Surgery, 1951, 30: 642. 

Permanent ligation of the branch of the portal 
vein supplying two of the three primary lobes of the 
liver and simultaneous temporary occlusion of the 
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common hepatic artery are compatible with life in 
the dog and permit a relatively bloodless operative 
approach to the liver. 

Such a procedure has not produced clinically 
significant physiologic disturbances in dogs studied 
as long as 6 months postoperatively. 

The maintenance of an uninterrupted portal blood 
flow through a relatively small segment of the liver 
materially reduces the risk of central occlusion of the 
remainder of the hepatic blood supply during partial 
hepatectomy in the dog. Cuar.es Baron, M.D. 


Acute Gaseous Cholecystitis (Colecistite acuta gas- 
sosa). GIOVANNI ZACCONE. Radiol. med., Milano, 
1951, 37: 622. 


A case of acute gaseous cholecystitis in a woman, 
aged 59, is added by the author to 27 cases collected 
from the literature. 

Various other terms, such as acute pneumochole- 
cystitis, pyopneumocholecystitis, or emphysematous 
cholecystitis, have been applied to this condition by 
various workers. 

The age of the patients ranged from 32 to 74 years, 
with patients in the sixth and seventh decades pre- 
dominating. The condition was much more frequent 
in men than in women. Clostridium welchii was 
found in the majority of patients with recorded 
bacteriologic findings. 

The infection may reach the gall bladder through 
arterial, venous, or lymphatic pathways, through the 
biliary tract, or by contiguity. 

The frequent occurrence of diabetes in this group 
of patients has been noticed by the author who calls 
attention to the fact that gaseous cystitis or pyelitis 
also develops with relatively great frequency in dia- 
betics. The onset is usually acute. Fever, pain, 
leucocytosis, relative lymphopenia, and frequently 
a palpable mass may be found, while jaundice is 
relatively rare. 

At operation, gas and malodorous exudate are 
found in the gall bladder. The mucosa is partially or 
completely separated from the muscular layer and 
is gangrenous. Crepitus can be elicited in the gall- 
bladder wall. Calculi are nearly always present. As 
a rule, adhesions are found between the diseased or- 
gan and the adjacent tissues. Perforation may de- 
velop. 

After the first 24 to 48 hours, gas can be demon- 
strated in roentgenograms. This is the only sign 
which allows correct diagnosis. 

The treatment is surgical and should be supported 
with antibiotics. Josepu K. Narat, M.D. 


The Problem of Common Duct Exploration at the 
Time of Cholecystectomy. Jor, W. BAKER and 
JoserH J. Koutsxy. West. J. Surg., 1951, 59: 495. 


The authors analyzed 379 cases of cholecystec- 
tomy done since 1944 with special reference to com- 
mon duct stone and common duct exploration. One 
hundred and fifty-six, or 41 per cent, of the common 
ducts were explored and stones were found in 76, or 
21 per cent. 
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Thirty-four patients had jaundice at the time of 
operation and 6 of these had revealed no stones on 
exploration. Eight of 18 patients with a history of 
past jaundice had no stones on exploration. All but 4 
of the 76 patients with stones presented dilatation of 
the common duct. Twenty-two ducts were explored 
because of multiple small stones in the gall bladder 
and the exploration was negative in 18 of these. No 
evidence of harm from exploration of the common 
duct could be found. Of the 220 patients subjected 
to cholecystectomy and in whom the common duct 
was not explored, only 1 has required a secondary ex- 
ploration and it was negative. 

The authors conclude that the following are satis- 
factory indications for common duct exploration in 
cases of primary cholecystectomy: 

1. When the exposed duct is dilated to 1 cm. or 
more. 

2. If jaundice is present or has been present in the 
past. 

3. When diffuse pancreatitis is demonstrated. 
Donan C. Geist, M.D. 


Operative Cholangiography: an Evaluation of 406 
Cases. CHarLes G. MIxTER, Louis HERMANSON, 
and ARNOLD L. SEGEL. Ann. Surg., 1951, 134: 346. 


An evaluation of operative cholangiography in 406 
cases is presented from the Surgical Service of Beth 
Israel Hospital, Boston, Massachusetts. In a series 
of 297 cases of duct exploration without preliminary 
cholangiography, the exploration was proved to be 
unnecessary in 45 per cent. In 260 of the 406 cases in 
which operative cholangiography was performed, the 
procedure was carried out before the common duct 
was opened and in 146 it was done as a check-up 
procedure prior to closure of the abdomen. Twenty 
of the 406 cholangiograms were technically unsatis- 
factory. 

After the peritoneum over the ampulla of the gall 
bladder was split and the cystic duct was exposed, a 
ligature was placed around the cystic duct at its 
junction with the gall bladder. A No. 5 ureteral 
catheter was inserted through an opening just below 
the tie and passed into the common duct. Two 
roentgenograms were taken, one after the injection 
of 5 c.c. of diodrast and a second after the injection of 
an additional 10 c.c. The wet films were ready for 
reading in an average time of 6 minutes. Best results 
were obtained when an operating table with a 
built-in Bucky diaphragm was used. 

In 147 of the 260 patients the duct was not opened 
after the cholangiogram. In 107 cases there were 
one or more generally accepted clinical indications 
for choledochostomy but this was not necessary 
when the cholangiogram was normal. A follow-up of 
these patients revealed common duct pathology in 6. 
This was due to an error in the method in 4.5 per 
cent. In 113 patients the cholangiogram showed 
indications for choledochostomy. Negative results of 
exploration were found in 35 cases. ‘These were 
believed to be due to interpretative errors which 
occur less frequently with experience. 















Thirteen of 146 patients subjected to cholangiog- 
raphy as a check following common duct exploration 
revealed stones overlooked by the surgeon. Follow- 
up studies revealed that in 4.9 per cent stones per- 
sisted in spite of the negative cholangiogram. It is 
pointed out that the use of operative cholangiog- 
raphy enables the surgeon to lower the incidence of 
negative common duct exploration with all its well 
known hazards. Secondary operations may be 
avoided by demonstrating overlooked common duct 
stones. Curtis Artz, M.D. 


The Occurrence of Pleural Effusion Following Bili- 
ary Surgery. A Clinicoroentgenologic Study. 
Hans EKMAN and Per Opman. Acta chir. scand., 
IQ5I, IOI: 419. 

The authors claim that pleural effusion is a not 
infrequent complication of biliary surgery, even in 
cases in which the postoperative course has been 
uneventful. The effusion is slight, as a rule, but can 
be demonstrated by suitable roentgenographic tech- 
nique, which includes not only posteroanterior views 
but also views with the patient in the lateral re- 
cumbent position. 

The series presented consists of 123 patients sub- 
mitted to biliary surgery and examined preoperative- 
ly and postoperatively by the appropriate roentgeno- 
logical technique. Postoperative pleural effusion 
was demonstrated in 26.8 per cent of the cases. 
Patients in whom gross parenchymal pulmonary 
lesions _were present were not included in the 
investigation. 

No relationship between the patient’s age, dura- 
tion of the operation, type of incision, or the per- 
formance of cholangiography and the pleural effusion 
could be demonstrated. The main cause of this post- 
operative pleural effusion is probably surgical inter- 
ference with the upper abdomen. 

Exy Exuiorr Lazarus, M.D. 


Annular Pancreas. J. R. ANDERSON and H. WapsHAW. 
Brit. J. Surg., 1951, 39: 43. 

There are 52 cases of annular pancreas reported in 
the literature. In 14 patients the constrictions gave 
rise to severe symptoms necessitating surgical relief. 
In 2 cases acute pancreatitis was a fatal complica- 
tion. In only 1 case was the correct diagnosis made 
preoperatively. 

The case reported by the authors is unusual in that 
the presenting symptom was jaundice which had oc- 
curred intermittently over a period of 6 months, 
each attack accompanied by pain. On exploratory 
laparotomy a pancreatic annulus was seen to be 
exerting pressure on the lower end of the common 
bile duct. A portion of this was resected, and section 
through the specimen showed fibrosis on _histo- 
pathologic study. Apparently this portion of the 
pancreas had been the site of repeated acute inflam- 
matory changes which had produced swelling. Fol- 
lowing the surgical treatment the patient remained 
free of symptoms during the follow-up period of 6 
months, FREDERICK W. Preston, M.D. 
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Fig. 1 (Ross). Drawing of patient to show distribution 
of nodules. 


Leiomyosarcoma of the Pancreas. C.F. Ross. Brit. 
J. Surg., 1951, 39: 53- 

The author reports a case of leiomyosarcoma which 
originated in the pancreas and metastasized widely. 
The patient had diabetes mellitus and at postmortem 
examination the pancreas was entirely replaced by 
the tumor. 

The author considers the disease to be primary in 
the pancreas, but states that he has been unable to 
find other cases of leiomyosarcoma primary to the 
pancreas in the literature. 

Multiple cutaneous nodules were present and on 
histologic study one of these nodules was said to be 
a neurofibroma. An illustration showing the distri- 
bution of the cutaneous nodules (Figure 1), and pho- 
tomicrographs of various tumors present in this 
patient led the reviewer to wonder if this patient 
might have had neurofibromatosis of von Reckling- 
hausen and sarcoma arising in a nerve sheath with 
hematogenous metastases. It would be interesting 
to know if “café au lait”’ spots or other stigmata of 
von Recklinghausen’s disease were present in this 
patient. FREDERICK W. Preston, M.D. 


Considerations on a Particular Case of Werlhof’s 
Disease Treated with Splenectomy and Vitamin 
E (Rilievi su un particolare caso di morbo di Werlhof 
sottoposto a splenectomia e trattato con vitamina 
E). C. F. Cotuccrt and E. Marra. Riforma med., 
1951, 65: 829. 

The authors state that Werlhof’s disease still pre- 
sents many unsolved problems, and give the history 
and follow-up of a patient who was treated in an 
unusual way. 
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The patient was an 18-year-old white girl who 
presented purpuric eruptions at the age of 13 years. 
Menstrual discharges began a year prior to admis- 
sion and continued every 2 or 4 months in the form of 
hypermenorrhea. She was admitted because of her 
poor general condition. At physical examination she 
was found to be underdeveloped for her age and she 
showed purpuric eruptions all over her body surface. 
The liver and spleen showed 1 fingerbreadth below 
the costal margin. The urine test showed the albumin 
to be 0.20 per cent, and hemoglobin and red blood 
cells were present. The Wassermann test of the blood 
was negative; the red blood count was 3.1; the hemo- 
globin, 44; the white blood count, 11,400; the plate- 
lets, 10,000; the clotting time, 7 minutes; the bleed- 
ing time, 30 minutes; and clot retraction was not 
present after 7 hours. The diagnosis of Werlhof’s 
disease was made. 

The patient did not show very much improvement 
in her condition in spite of treatment with vitamins 
C, K, P, and E (600 mgm. per day), and liver, thy- 
mus, and ovarian extracts, and therefore a year later 
splenectomy was performed. From that time the 
patient was treated only with vitamin E (600 mgm. 
per day). The platelets increased to 33,000 and the 
clotting time increased to 7 minutes and 20 seconds; 
the bleeding time was 13 minutes and the clot retrac- 
tion time, 4 hours. The general condition being satis- 
factory, the treatment was stopped. Three months 
later (4 months after operation) the patient again 
had menorrhagia and the platelet count was 10,800 
and the bleeding time, 18 minutes. Treatment with 
vitamin E in the same dose was started again. The 
patient has been followed-up for 6 months since and 
seems perfectly well. The platelet count is 23,500, 
the clot retraction time, 3 hours and 20 minutes, and 
the bleeding time, 6 minutes. 

The authors point out the remarkable action of 
vitamin E in this case and the different behavior be- 
fore and after splenectomy. They recall the re- 
searches of Vogelsang, Shute, and Skelton, and be- 
lieve that the failures of other workers (Comi, Nesi, 
Prosperi, and Lottini) were due to insufficient dos- 
age. The authors explain the different behavior be- 
fore and after splenectomy as being due to the in- 
fluence of the spleen on vascular diathesis. -They be- 
lieve that the spleen has a toxic effect upon the capil- 
laries and produces weakness of their walls; there- 
fore, they feel that splenectomy should be performed 
in all cases of Werlhof’s disease. They also think that 
vitamin E has the ability to activate the formation of 
platelets and improve their quality, and recommend 
vitamin E in Werlhof’s disease after splenectomy 
has been performed. Enzo Kraut, M.D. 


MISCELLANEOUS 


Abdominal Exposure. Lro Dov te. Austral. N. Zea- 
land J. Surg., 1951, 21: 20. 


The design of a proper surgical exposure is based 
on a contemplation of the anatomical parts involved 
in the proposed operation and a consideration of the 
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factors required to display them adequately with 
the least amount of harm. These factors are: an- 
esthesia, position of the patient on the operating 
table, lighting of the operative area, the incision, 
and the amount and type of retraction employed. 

It has been said that ‘‘there are only 2 incisions 
in the abdomen—straight up and down in the mid- 
line, or straight across anywhere else.”” The long 
thin belly is probably better approached through a 
vertical incision and the broad squat one through a 
transverse one. 

In designing an incision, the position of the ab- 
dominal intercostal nerves must be studied, and an 
attempt must be made to make an incision which 
will damage none; however, one abdominal nerve 
can be cut across without doing any great harm. 
A diagram of the intercostal nerves shows how a 
transverse incision is better in a broad individual, 
and a longitudinal one is better in the long thin in- 
dividual. In attacking the upper abdomen it is at 
times profitable to extend the incision onto the chest 
by going across the costal margin. 

In opening of the abdomen for a high carcinoma, 
a subcostal incision running out to the eighth or 
ninth rib gives an exposure which enables one to 
determine the operability of the tumor. If this in- 
cision is then carried up in the rib bed after excision, 
a wider exposure is obtained. To remove a stomach 
for duodenal ulcer, the incision should be over the 
duodenum, well on the right side, and sufficiently 
far over to the left to enable the desired amount 
of stomach to be removed easily. There is seldom 
any necessity to open the chest in a gastrectomy 
done for peptic ulcer. 

For cholecystectomy, a subcostal incision gives 
adequate exposure. The incision runs under the 
costal margin, starting against the costal margin of 
the left side and passing outward to the outer border 
of the rectus abdominis, parallel to the eighth 
intercostal nerve. 

A transverse incision from near the anterior 
superior iliac spine to the umbilicus is good for 
dealing with any technically difficult condition in 
the region of the cecum. The incision can be pro- 
longed by adding a vertical midline prolongation 
upward or downward. Access to an acutely in- 
flamed appendix should be so liberal that there will 
be no danger of its being ruptured by force during 
delivery. Additional access may be obtained by 
cutting the transverse and internal oblique muscles 
parallel to the split in the external oblique tendon 
and carrying this incision outward as far as may be 
necessary. A transverse incision can be extended 
across the rectus abdominis to the midline or further. 

The common lesion of the other side of the ab- 
domen—the left colic carcinoma—is dealt with either 
by a left transverse incision similar to that used in 
an appendectomy, or by a midline vertical incision. 
The vertical incision can be extended, if necessary, 
outward toward the tip of the tenth costal cartilage. 

For total cystectomy, a good exposure can be 
obtained by a transverse incision, from just above 
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and mesial to the anterior superior iliac spine on 
one side to a similar position on the other side, 
passing below the umbilicus, and then by a vertical 
incision in the midline to the symphysis pubis. 
Such a wound is extensive but heals very well, and 
the patient is remarkably free from postoperative 
ain. 

The kidney, even when normal in size and posi- 
tion, is to some extent under the costal cage and, 
when it is enlarged, it may be further under this 
cage. One of the usual kidney incisions gives reason- 
able access to a normal-sized, nonadherent kidney. 
If it is desired to ligate the pedicle of a tumor- 
containing kidney or if it is thought that, owing 
to adhesions, the pedicle will be difficult of access, 
the approach should be across the diaphragm. In 
operating for cortical tumor of the adrenal gland, 
this approach is even more necessary, since it is im- 
portant that such a tumor be removed without being 
squeezed or pressed; however, such a removal from 
below the ribs is impossible. 

The transverse incision seems to give the best 
access while doing the least harm. There cannot be 
a good exposure without good anesthesia. 

SAMUEL Kaun, M.D. 


Omental Torsion (Torsione dell’omento). L. LuNcHI 
and R. Damasso. Policlinico, sez. prat., 1951, 
58: 1066. 


A case of omental torsion in a 50 year old male is 
described. At 28 years of age he had undergone 
operative repair of a bilateral inguinal hernia. The 
hernia recurred on the left side 14 years later. About 
3 years ago he began to have pain in the epigastric 
region, which was relieved by reducing the hernia. 
There were frequent recurrences of pain, and at first 
complete relief was obtained, but later the relief was 
less and less, and on October 20, 1950 he had a 
severe attack of pain which lasted for 3 days, and 
for which he was hospitalized. A mass was palpable 
to the left of, and below, the umbilicus. A barium 
enema revealed a constriction in the transverse 
colon. He was then transferred to the surgical 
service. A repeat barium enema showed no ab- 
normality. 

At operation he was found to have a large omental 
mass twisted upon a small pedicle and adherent to 
the small bowel. There was no gross evidence of 
necrosis, but histologic study revealed small areas of 
necrosis. 

In explaining the clinical course, the authors 
believe that at first the patient reduced the omentum 
from the hernial sac and the torsion reduced 
itself. With subsequent attacks, however, adhesions 
developed and prevented the torsion from untwist- 
ing, thereby producing a chronic form of torsion. In 
this manner, reducing the hernia only relieved the 
congestion. It is pointed out that ordinarily torsion 
of the omentum gives the picture of an acute ab- 
dominal condition, but in this case it was that of an 
intra-abdominal tumor. 

Lucian J. Fronputi, M.D. 
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Primary Omental Cyst: A Rare Cause of Acute 
Abdominal Symptoms. Wutu1am T. Firts, Jr., 
and Frep Harvie. Surgery, 1951, 30: 706. 

The authors present a résumé of the case history 
of a 3 year old boy who had mild, generalized ab- 
dominal pain with symptoms suggestive of acute 
appendicitis. At operation a primary cyst of the 
omentum was found. The latter was accompanied 
by a fibrinous exudate which had produced a few 
loose adhesions to the small bowel. 

Cysts of the omentum are rare. The pathogenesis 
of primary omental cysts is disputed. It is said 
that few of the omental cysts reported in the lit- 
erature have produced acute abdominal symptoms. 
Torsion of the cyst or pressure of the mass on ad- 
jacent viscera have produced abdominal crises in 
a few instances. Orvit_e F. Grimes, M.D. 


The Repair Process Following Peritoneal Resection 
in Relation to the Genesis of Visceroparietal 
Adhesions; Experimental Observations (II pro- 
cesso di riparazione del peritoneo resecato, in rap- 
porto alla genesi delle aderenze viscero-parietali; 
Osservazioni sperimentali). A. PRETE. Gior. ital. 
chir., 1951, 7: 450. 

The necessity of reconstructing the continuity of 
the serous covering of the viscera and abdominal 
wall represents a fundamental problem in abdominal 
surgery. Various amounts of parietal peritoneum 
and viscera were resected in 9 dogs and after various 
periods of time autopsies were performed. 

Gross and microscopic studies revealed a new 
membrane which was markedly similar to the peri- 
toneum which had been removed. Adhesions were 
seldom encountered. The findings were so uniform 
that continuation of the experiments was thought to 
be unnecessary. 

From these observations the author concludes 
that in human beings the parietal peritoneum may 
be excised together with neoplasms when necessary 
without fear of irreparable damage to the abdominal 
wall. Adhesions are minimal if the continuity of the 
visceral peritoneum is not broken. 

Lucian J. Fronpvutt, M.D. 


Abdominal Masses. I. A Survey of Their Incidence 
and Clinical Significance. DoNnatp B. BuTLER 
and J. ARNOLD BARGEN. Gastroenterology, 1951, 
19: ¥. 

The purpose of this investigation was to study 
abdominal masses from the standpoints of incidence 
and clinical significance. Final answers to the 
problems involved in the differential diagnosis of 
abdominal masses were not attempted, but the 
authors hoped to provide a framework or prelimi- 
nary blueprint from which subsequent investiga- 
tions might be planned and carried out to clarify 
further the clinical aspects of abdominal masses. 

The records of 5,000 consecutive patients ex- 
amined at the Mayo Clinic during January, 1944 
were reviewed. The patients were not selected, but 
taken in sequence as they had registered at the 











Clinic for examination. Children less than 15 years 
of age were rejected from the study. It was believed 
that children present an entirely different group of 
abdominal masses from those of adults. The only 
other group rejected was that of pregnant women. 

There is a fairly significant incidence of palpable 
abdominal masses in a series of patients seen in the 
clinic type of medical practice. It seems likely that 
this incidence will be somewhat lower in private 
medical practice, but that palpable masses occur 
frequently enough to make their diagnosis and 
evaluation of some real practical value. 

The fact that about one-third of the palpable ab- 
dominal masses were malignant neoplasms empha- 
sizes the seriousness with which any abdominal 
mass must be viewed. Observation of an undiagnosed 
mass over a period of time without any attempt 
to arrive at a definite diagnosis is fraught with 
grave danger. This is particularly true if the mass 
is enlarging. 

Half of the malignant masses felt were primary 
neoplasms and half were metastatic lesions. Thus, 
of the malignant lesions palpated, half of the pa- 
tients still had some chance for cure or eradication 
by surgical exploration. 

Nodularity and hardness of the enlarged liver 
seem indicative of malignancy, but one cannot ex- 
clude malignancy by their absence. Tenderness and 
shape of the mass seemed of no value in differen- 
tiating between benign and malignant masses. 
Mobility was of little diagnostic value. The location 
of the palpable mass is of great value in identifying 
the organ from which it originates. 

The high incidence of malignant neoplasms in 
this surgical series reflects the effort of selection on a 
series of masses. In a clinic group, those patients 
going to operation with a palpable abdominal mass 
will have a high incidence of malignant lesions, while 
the general registration of a clinic group will reflect 
a much lower incidence of malignant lesions among 
the palpable masses. 

The study of the cases which comprise the surgical 
series serves to emphasize the important fact that 
size of the lesion is not the only factor responsible 
for palpation of an abdominal mass. There seem to 
be three principal factors influencing the. palpation 
of an abdominal mass: (1) size of the mass, (2) rela- 
tion of the mass to the anterior abdominal wall, and 
(3) relaxation of the anterior abdominal wall. By 
altering any of these factors, the ability to palpate 
a mass can be increased or decreased. Size is difficult 
to alter unless a hollow viscus is involved. The rela- 
tion of the mass to the anterior abdominal wall can 
be altered by proper positioning of the patient. 
Relaxation of the anterior abdominal wall may be 
increased in a number of ways. Sedation with 
opiates or barbiturates is often helpful. Proper 
position of the patient so that the recti are not 
stretched is important. A warm tub bath is some- 
times used, and finally, gentleness in handling the 
patient and warming the hands before examination 
are factors of seemingly small significance which can 
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be decisive in whether or not the examiner will suc- 
ceed in palpating an abdominal mass. 


Abdominal Masses: II. Diseases of the Alimentary 
Tract, Carcinoma of the Stomach, Carcinoma 
of the Colon, and Lymphosarcoma of the Ali- 
mentary Tract. Donato B. BUTLER and J. 
ARNOLD BARGEN. Gastroenterology, 1951, 19: 13. 


The presence of an abdominal mass is not an un- 
common finding in the routine examination of pa- 
tients, and in most cases the presence of a mass is 
indicative of serious disease. The purpose of the 
authors’ investigation was to evaluate the incidence 
and clinical significance of abdominal masses in 
several of the more important diseases of the ali- 
mentary tract. The cases studied were selected from 
data of the Mayo Clinic. 

A total of 109 consecutive cases of carcinoma of 
the stomach were reviewed. This series included 
only cases in which the clinical diagnosis was sup- 
ported by fairly definite laboratory evidence. Thus 
cases were accepted as confirmed in which surgical 
exploration revealed a carcinoma of the stomach, in 
which gastroscopy was definitely diagnostic, in 
which the results of roentgen examination were 
unequivocally positive, or in which subsequent 
autopsy established the diagnosis. 

Carcinoma of the colon is another of the important 
neoplastic diseases of the alimentary tract that have 
been found to have a high incidence of palpable 
abdominal masses. In the complete paper, carcinoma 
of the right colon included lesions of the cecum, the 
ascending colon and the ascending limb of the hepatic 
flexure; carcinoma of the transverse colon included 
lesions of the transverse limbs of the hepatic and 
splenic flexures and lesions of the transverse colon 
proper; and carcinoma of the left colon included 
lesions of the descending limb of the splenic flexure, 
the descending colon, and the sigmoid colon. A series 
of 50 cases of each of these three groups was studied. 
In all cases studied, surgical exploration had definite- 
ly established the diagnosis. 

Twenty-three cases of lymphosarcoma of the 
gastrointestinal tract were studied and it was found 
that 47.8 per cent of the patients had a palpable 
abdominal mass. 

The presence of a palpable mass does not in any 
sense imply inoperability or a hopeless prognosis in 
any of the diseases studied, but merely is an im- 
portant clinical finding which must be weighed in the 
light of its possible significance in each particular 
case. 

In carcinoma of the stomach, the presence of a 
mass points to a more serious lesion than does the 
absence of a mass and reduces the chances of re- 
sectability but does not affect the 5 year survival, if 
the lesion is resected. In carcinoma of the colon the 
significance of a mass is different for the different 
regions of the colon. Thus, a mass carries a graver 
outlook in lesions of the transverse colon than does 
the presence of a palpable mass in lesions of the 
right or left colon. In lymphosarcoma of the gastro- 
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intestinal tract, the presence of a palpable mass im- 
plied almost twice as good an outlook as in cases 
without a palpable mass. 


Abdominal Masses. III. Diseases of the Liver, 
Pancreas, and Spleen: Metastatic Tumors of 
the Liver, Acute Cholecystitis, Obstruction of 
the Common Bile Duct, Hepatic Cirrhosis, 
Tumors of the Pancreas, and Banti’s Disease. 
Donatp B. BuTLER and J. ARNOLD BARGEN. 
Gastroenterology, 1951, 19: 32. 


Previous publications by the authors have shown 
that palpable abdominal masses are frequently en- 
countered in general clinical practice, and that their 
presence may be of significance in evaluating the un- 
derlying pathologic processes and in selecting the 
proper methods of treatment. It has been shown 
that of 145 masses palpated in the upper third of 
the abdomen, 114 (78.6 per cent) involved either the 
liver, pancreas, or spleen. Diseases of these three 
organs thus form an important part of any general 
survey of abdominal masses. 

It would seem that the presence or absence of a 
palpable mass in cases of metastatic tumor of the 
liver does not materially affect the prognosis or 
clinical picture, although the presence of a palpable 
mass is often the principal finding that leads to a 
correct diagnosis of metastatic disease. The presence 
of a palpable liver did not indicate a long-standing 
advanced metastatic malignant lesion, for loss of 
weight and pain were more frequent among patients 
without, than among those with, a palpable mass. 

There was a palpable gall bladder in more than a 
third of the cases of acute cholecystitis. This would 
indicate that obstruction of the cystic duct is a 
rather common occurrence in acute cholecystitis. 
The cases in which the gall bladder was palpable 
were of more insidious onset and were seen by the 
physician after a longer delay than the cases in which 
the gall bladder was not palpable. Cholecystectomy 
could safely be performed in fewer of the patients 
with a palpable gall bladder than in the “‘no mass” 
group. A long history of previous disease of the 
biliary tract was commoner in the mass group than 
in the no mass group. Common duct stones were 
not found in any of the patients with a palpable gall 
bladder, while more than a fifth of the other patients 
had common duct stones. Thus one may conclude 
that although a palpable gall bladder is indicative of 
obstruction of the cystic duct, obstruction of the 
common duct is not likely to be present. 

The presence of a palpable mass, usually liver, in 
cases of obstruction of the common duct, is usually 
associated with more complete and severe obstruc- 
tion than in cases in which no mass is palpable. 
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Jaundice and pruritus were more frequent in cases 
in which the liver was palpable than in those in 
which the liver was not palpable. Common duct 
stone does not often produce a palpable mass, al- 
though the liver is often enlarged in cases of stricture 
of the common bile duct. 

Hepatic cirrhosis in which the liver is palpable is 
usually of shorter duration and affects younger pa- 
tients than cirrhosis in which the liver is not pal- 
pable. Ascites is present in most cases of cirrhosis in 
which the liver and spleen are not felt. This suggests 
that ascites may mask many enlarged livers and 
spleens that would otherwise be palpated. Although 
there was greater retention of sulfobromophthalein 
sodium in cases with a palpable liver, the majority 
of the laboratory data indicated more profound hep- 
atic damage and lowered reserve in those cases in 
which the liver was not palpated. The presence of a 
palpable spleen in hepatic cirrhosis seems to indicate 
that portal hypertension is present, and the incidence 
of collateral venous circulation via the esophageal 
veins increases. The patients in whom the spleen 
was palpable had a better life expectancy than the 
other patients, and the no mass group had the worst 
prognosis of all. It thus seems evident that in cases 
of hepatic cirrhosis the presence of a palpable liver 
and, to a less extent, a palpable spleen is indicative 
of a rather early stage in the course of the disease 
and the outlook is better than in cases in which the 
liver is no longer palpable. 

Neoplastic disease of the pancreas is frequently 
accompanied by a palpable tumor mass and less 
frequently by a palpable liver or an enlarged gall 
bladder. The presence of a palpable mass in cases of 
carcinoma of the pancreas suggests a large lesion 
that has usually spread beyond the confines of the 
pancreatic capsule and is no longer resectable. The 
resectability rate in patients with a palpable mass is 
extremely low even though half of the palpable 
tumors are not fixed. The early diagnosis of car- 
cinoma of the pancreas requires considerable clin- 
ical acumen. Eusterman and Wilbur stated, 
“Disease of the pancreas, especially in the absence 
of jaundice or well defined tumor, or both, is one of 
the most difficult upper abdominal lesions to 
diagnose.” 

It seems evident that the presence of a palpable 
liver does not alter the clinical picture or prognosis 
in cases of Banti’s disease, although there is some 
evidence that a palpable liver is often associated 
with definite depression of the activity of bone 
marrow and hepatic function. Gastrointestinal 
hemorrhage from varices was no commoner in pa- 
tients with a palpable liver than in patients in whom 
only the spleen was felt. 





UTERUS 

Lipoma of the Uterus. Pathological and Clinical 
Notes on a Case of Large Uterine Lipoma Asso- 
ciated with Genital Tuberculosis (Sul lipoma 
dell’ utero. Rilievi e considerazioni anatomo- 
patologiche e cliniche su un voluminoso lipoma dell’ 
utero associato a tubercolosi genitale). VitToR1Io 
PALta. Arch. ostet. gin., 1950, 55: 585. 


Lipoma of the uterus is an extremely rare tumor; 
to date only 74 cases have been reported in the 
literature. Of these, 79 per cent were mixed lipomas, 
such as myolipoma, fibromyolipoma, fibrolipoma 
and liposarcoma, while 21 per cent were simple 
lipomas. Clinically, this tumor cannot be distin- 
guished from the common uterine fibroid. It has 
been observed most often after the menopause, in 
patients from 50 to 60 years of age. Two factors of 
importance are its relatively frequent association 
with a malignant tumor (30%) and its possible sar- 
comatous degeneration (12.5%). 

The histogenesis of the uterine lipoma is obscure. 
The normal healthy uterus contains no fat tissue. 
Some authors think that this tumor has derived 
from muscle or connective tissue by metaplasia. 
Other explanations link its origin to aberrant em- 
bryonic tissue. Schiller’s xanthomatous cells, which 
are morphologically similar to lipoblasts, have also 
been considered possible precursors of this tumor. 

The case which is reported by the author is 
unique because of the concomitant endometrial 
tuberculosis. 

A 59-year-old para-6, who had been in the meno- 
pause for 15 years, complained of vague low ab- 
dominal pains of several years’ duration. Examina- 
tion revealed the presence of a large pelvic tumor 
which was diagnosed as a uterine fibroid, and for 
which supracervical hysterectomy and right sal- 
pingo-oophorectomy were performed. 

The specimen weighed 900 gm. On the posterior 
wall of the uterine fundus was a single, intramural, 
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round, bright yellow, softish tumor, measuring 
about 10 cm. in diameter and surrounded by a thin 
capsule from which it was easily shelled out. The 
myometrium of the anterior uterine wall appeared 
thinned out and the endometrium was atrophic. 
The right tube and ovary were small and grossly 
normal. 

Histological examination revealed the tumor tissue 
to be composed of large polygonal adipose cells 
within a scant connective tissue frame. The tumor 
capsule was fairly vascular. Within the tumor mass 
were several connective tissue islands containing 
blood vessels, young adipose cells, but no muscle 
fibers. The myometrium from the anterior wall of 
the uterus contained many blood vessels with thick- 
ened walls and evidence of hyaline degeneration. 
The endometrium was atrophic with few, partly 
cystic glands, which in some sections showed more 
or less typical tubercles with Langhans’ giant cells. 
No lipoid was found within the endometrium. The 
endosalpinx appeared atrophic but presented lym- 
phocytic infiltration in some areas, which was at- 
tributed by the author to the tuberculous infection. 

Sudan III and Nile Blue stains of the tumor tissue 
demonstrated the prevalence of nonsaturated glyc- 
erides consisting most likely of triolein. The Ciaccio 
technique for lipoids gave negative results. 

Chemical analysis of the tumor tissue was per- 
formed after about 6 months of formalin fixation 
and identified the fat as triolein. 

HERBERT TEICHNER, M.D. 


Improvements of Radiation Therapy in Advanced 
and in Recurrent Cases of Cervical Carcinoma 
(Verbesserungen der Strahlertherapie bei fortge- 
schrittenen Faellen und Rezidiven des Kollumkarzi- 
noms). R. K. Kepp. Geburtsh. & Frauenh., 1951, 
II: 771. 


Relapses of cervical carcinoma can be treated suc- 
cessfully by radiation if special methods and equip- 











Fig. 1 (Kepp). X-ray tube with anode shaft in oil sheath for 60 kv. 
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Fig. 2 (Kepp). Irradiation of a carcinoma infiltrate 
in the parametrium. 


ment are used. The following principles are stressed 
by the author: 

The dosage of radiation should be high enough, it 
should be applied in fractional doses over a period 
of 4 or 5 weeks, and the healthy tissue should be 
protected as much as possible. 

Whereas the primary cervical carcinoma can be 
treated satisfactorily with radium, this is not suffi- 
cient for deep infiltrations as they occur in recur- 
rences of the tumor. The insertion of radium tubes 
in the parametrium should be discouraged because 
of the danger of fistulas and necroses and the 
damage done to the bladder and rectum. 

Intravaginal x-ray therapy enables the radiologist 
to focus the radiation exactly on the diseased area 
and to protect the healthy tissue by screening off 
stray radiation. 

Tissue that had been irradiated previously is more 
resistant to radiation; therefore, very high doses 
should be applied. 

The prognosis of recurrences in cervical carcinoma 
is generally considered as quite poor. However, with 
this method of focused intravaginal irradiation the 
author was successful in an appreciably high pro- 
portion of cases. 

A series of 183 patients with relapse after eit/.er 
surgical or radiation therapy of primary cerv’' cal 
carcinoma were treated with intravaginal x-ray ther- 
apy. The 5-year survival rate was 28.5 per cent 
among the patients who originally had been operated 
on, and 17.2 per cent among those in whom the 
primary tumor had been treated by radiation. 

WERNER M. Sotmitz, M.D. 


The Wertheim Operation in the Treatment of 
Carcinoma of the Uterine Cervix (La operaci6n 
de Wertheim en el tratamiento del carcinoma del 
cuello del fitero). ADRIAN J. BENGOLEA and SERGIO 
D. PROVENZANO. Obst. gin. lat. amer., 1951, 9: 255. 


This survey covers 253 Wertheim hysterectomies 
for carcinoma of the cervix which were performed 
at the Rivadavia Hospital of Buenos Aires between 
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Fig. 3(Kepp). Irradiation of a carcinoma relapse at the 
pelvic wall. 


1924 and 1949. The majority of the patients also 
received postoperative deep x-ray therapy in high 
dosages. 

The statistical arrangement in stages according to 
the League of Nations classification is based not on 
the clinical diagnosis but on the pathological find- 
ings. 

There were 122 patients in stage I (48%), 70 in 
stage II (28%), 54 in stage III (21.3%), and 7 pat- 
ients in stage IV (2.7%). 

The cases are divided into two groups: 129 pa- 
tients were treated in the period from 1924 to 1939, 
and 124 in the period from 1940 to 1949. The uncor- 
rected operative mortality was 6.9 per cent for the 
first group, and 6.4 per cent for the second. In the 
second group, the more recent one, the mortality 
which could be attributed directly to the operation 
was 1.5 per cent for the patients in stage I and 6.8 
per cent for those in stage IT. 

A comparison of the postoperative morbidity of 
the two groups reveals a marked drop of septic com- 
plications, from 22 to 9 per cent. The incidence of 
urinary retention decreased from 7.3 to 4.1 per cent, 
while the occurrence of fistulas remained constant at 
about 11.5 per cent. The various fistulas constitute 
the most important complication inherent in the 
Wertheim operation because of the often inevitable 
vascular trauma to the bladder, rectum, and the 
terminal portion of the ureters. As would be ex- 
pected, the incidence of postoperative fistula grows 
with the progressive stage of the disease: 6.5 per 
cent for stage I, 13.5 per cent for stages II and III, 
and 28.5 per cent for stage IV. Subsequent closure 
of the fistulas, either spontaneous or following sur- 
gical treatment, occurred in 59 per cent of these 
cases. 

The 5-year survival rate, after excluding the pa- 
tients who were lost from observation, was 50 per 
cent for stage I, 32 per cent for stage II, and 15 per 
cent for stage III; none of the patients in stage IV 
lived longer than 3 years. 

HERBERT TEICHNER, M.D. 








ADNEXAL AND PERIUTERINE CONDITIONS 


Cystic Modifications and Secretory Activity of the 
Tubal Epithelium in Women (Modificazioni 
cicliche e attivita secretoria dell’epitelio tubarico 
nella donna). C. CONFALONIERI. Ann. ostet. gin., 
1951, 73: 627. 

In an effort to learn something about the character 
and function of the secretory activity of the epithelial 
lining of the fallopian tubes, the author examined a 
series of tubes removed at operation for conditions 
not directly affecting the tubes themselves, at the 
Obstetrical and Gynecologic Clinic in Milan, Italy. 
The phase of the menstrual cycle at the time of op- 
eration was carefully determined in all of the pa- 
tients from data regarding the preceding menstrua- 
tions, and by a study of the conditions present in 
the uterine mucosa and the ovary. 

In addition to the usual staining method for mi- 
croscopic examination of the tissues, the staining 
method of Bauer (oxidation by chromic acid) fol- 
lowed by the method of Schiff, and the method of 
Schiff (oxidation with periodic acid) followed by the 
sulfurated fuchsin stain were used. The method of 
Bauer was not of much help; however, the method of 
Schiff proved of great value in this work, and this 
seems to have been the first attempt to use this 
method for this particular work. From this whole 
series a few cases—representing each phase of the 
menstrual cycle—are reported in detail in the 
original text. ’ 

On the whole, the findings encountered in this 
material were so diverse that specific rules of be- 
havior for each phase of the cycle are difficult to 
find; however, it may be stated in general that the 
period between the third and twelfth days of the 
cycle comprises the first period, or period of folliculin 
effect, and the period between the sixteenth and 
twenty-third days, comprises the second period, or 
period of corpus luteum effect. 

During the period of folliculin effect, the epitheli- 
um of the tube was largely ciliated and of uniform 
height; it contained rather clear cells, many of which 
were quite swollen and enlarged. Some of the lining 
cells were compressed but did not protrude into the 
lumen of the tube. In addition, there were many 
cells with elongated nuclei, and a few with small 
intraepithelial cysts. There was an absence of signs 
of secretory activity; however, even as early as the 
seventh or eighth day collections of a basophilic ma- 
terial could be noted in the apices of the cells which 
had lost their cilia. The reaction of Schiff was posi- 
tive which indicated the presence of a polysaccharide- 
containing, or mucinous, material. As the first 
period progressed the signs of secretory activity 
became more and more widespread. 

’ During the second period the lining epithelial cells 

of the tube were in large part still ciliated; however, 

the cilia were finer in texture. There were more cells 
that were showing compression (elongated nuclei) 
than during the first period, and many of these com- 
pressed cells protruded into the tubal lumen. Later 
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in this period many of the compressed cells were ex- 
pelled into the lumen, and there was a cystic trans- 
formation of many of the clear cells. A discrete 
diapedesis of the lymphocytes was noted. The lumen 
of the tube contained masses of a material staining 
blue with Mallory-Azan and a definite response to 
the Schiff method was given by this material. These 
findings agreed more or less in all sections of the tube 
(ampulla, and the intramural and isthmic portions). 
The author believes that his findings leave little 
doubt with reference to the secretory activity of the 
lining epithelium of the tube. He suggests that it is 
possibly of a mucinous nature and that its purpose 
may be to aid the motility of the spermatozoa or 
the nourishment of the ovum and, later, of the 
products of conception. Joun W. BRENNAN, M.D 


Cytologic Diagnosis of a Primary Carcinoma of the 
Fallopian Tube from the Vaginal Smear (Ueber 
die zytologische Erkennung eines primaeren Tuben- 
karzinoms aus dem Scheidenabstrich). GERHARD 
BESSERER.- Geburtsh. & Frauenh., 1951, 11: 804. 


The cytologic examination of vaginal smears has 
been generally accepted as a valuable method of early 
diagnosis of uterus carcinoma and is used as a rou- 
tine procedure in clinics all over the world. How- 
ever, few, if any, cases are on record in which a 
carcinoma of the tube was diagnosed preoperatively 
by the Papanicolaou method. 

The author reports the case of a patient 43 years 
of age who complained of backache and abdominal 
pains. Physical examination revealed a large mass 
in the right parametrium, and atypical cells were 
found in the vaginal smear. As the uterus was small 
and no tumor was palpated at the cervix or corpus, 
the diagnosis of tubal carcinoma was made and was 
confirmed by operation. 

WERNER M. Sormitz, M.D. 


Primary Cancer of the Fallopian Tube. Report of 
3 Cases (Il carcinoma primitivo della salpinge. 
Con tre casi clinici). MARCELLO CERESER. Minerva 
gin., Tor., 1951, 3: 399. 

Until 1950, only some 500 cases of primary carci- 
noma of the tube had been reported. The author 
had the unusual opportunity to observe 3 cases 
within 1 year. 

In advanced cases it may be difficult to prove that 
the tube is the primary site of the tumor. It must 
be shown that the cancer originated from the epithe- 
lium of the tubal mucosa by demonstrating a zone of 
transition from normal columnar epithelium to neo- 
plastic epithelium. In secondary carcinoma of the 
tube, the metastatic nodules will be found within the 
connective tissue stroma and muscle bundles of the 
mucosal folds, while the epithelium remains un- 
affected. 

Among the various symptoms, none of which is 
pathognomonic or constant, the two most important 
ones are pain and vaginal discharge. 

Pain occurs early in the disease. At first, there is 
a feeling of heaviness or tension in one of the lower 




















abdominal quadrants. This may change gradually to 
intermittent, colic-type attacks. In a later stage the 
pain is continuous, severe, and diffuse over the 
lower part of the abdomen with radiation to the 
back. 

The vaginal discharge may be serous, seropuru- 
lent, serosanguineous, or bloody. At first the dis- 
charge is intermittent, regardless of the type, and, 
in the typical case, it makes its appearance following 
a painful coliclike attack. Later, after the tube has 
lost its contractility, the discharge becomes con- 
tinuous. 

It is most uncommon that primary carcinoma of 
the tube is diagnosed correctly before laparotomy; 
such a diagnosis has been reported in only about 10 
instances. The diagnosis is based on the age of the 
patient (near or in the menopause), the painful colic- 
like attack, the intermittent vaginal discharge (usu- 
ally following the attack), and the presence of a uni- 
lateral tubal enlargement without a history of pre- 
vious pelvic inflammatory disease. Most significant 
is the persistence of vaginal discharge or bleeding 
after a diagnostic uterine curettage, especially if 
atrophic endometrium has been obtained. Vaginal 
cytological studies and hysterosalpingography may 
also be of diagnostic value. 

The treatment of choice is total hysterectomy 
with bilateral salpingo-oophorectomy. Postopera- 
tive deep x-ray therapy is recommended, although 
many workers dispute its value. The prognosis is 
very poor. Only about a dozen cases have been re- 
ported in which the patient survived for more than 
5 years. 

The 3 cases observed by the author illustrate sev- 
eral important aspects of this condition. All 3 pa- 
tients were married women aged 50, 54, and 53 
years, respectively; they had never been pregnant 
and had been in the menopause for about 4 years. 

In the first patient, a large myomatous uterus and 
an egg-sized adnexal mass on the right side were dis- 
covered during a routine examination. There was 
no pain, no vaginal discharge, and no bleeding. At 
the age of 12 years the patient had had Pott’s dis- 
ease; 4 years prior to the present admission she had 
had pneumonia which had been followed by exuda- 
tive pleurisy. In view of this history, the adnexal 
mass was thought to be of tuberculous nature. A 
subtotal hysterectomy and right salpingo-oophorec- 
tomy were performed. Histological examination of 
the tube revealed the presence of a primary carci- 
noma. The patient was given postoperative radium 
treatment to the cervical stump and deep x-ray 
therapy, but she died after 6 months. 

The second patient had continuous, painless, 
slight vaginal bleeding which began about 12 months 
prior to admission. Five months later a diagnostic 
curettage was reported negative for uterine malig- 
nancy, but after an additional 4 weeks vaginal 
bleeding reappeared. Because of a positive Wasser- 
mann reaction, a series of penicillin injections was 
given by the patient’s private physician. Except 
for brief remissions the bleeding continued. The 
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examination on admission revealed a slightly en- 
larged uterus fixed in retroversion and with an 
adherent, orange-sized, firm, parametrial mass on 
the left side. On the basis of these findings, a diag- 
nosis of uterine cancer with parametrial invasion on 
the left side was made and radium was placed in the 
patient’s uterus. (No mention is made of a diagnostic 
curettage at this time!) The vaginal bleeding sub- 
sided and 4 weeks later the uterus was found to be 
of nearly normal size and movable. The patient 
was prepared for radical hysterectomy; however, 
during laparatomy, dense pelvic adhesions involving 
the large bowel and the rectum were encountered 
and the planned operation was not performed. A 
biopsy specimen from the left tube, which was about 
the size and shape of a pear, was diagnosed as carci- 
noma. Postoperative x-ray therapy was given, but 
the patient died within 3 months. 

The third patient had a 2-year history of pain in 
the right lower quadrant with daily vaginal staining 
or bleeding. Occasionally, the decrease of pain 
would coincide with more profuse vaginal bleeding. 
A year ago the results of a diagnostic curettage were 
reported negative for malignancy of the uterus. 
Bleeding and pain continued without change. On 
finding marked tenderness over McBurney’s point, 
a uterus of normal size and position, and the right 
adnexa orange-sized, firm, tender, and displaced 
medially, a diagnosis of appendicitis and right pyo- 
salpinx was made. At laparotomy, the appendix, 
the right adnexa, and the left tube were removed. 
The enlarged sausage-shaped right tube was found 
to be carcinomatous. This patient received no post- 
operative radiation and survived for a period of 18 
months. 

These cases bring out the important lesson that 
the possibility of carcinoma of the tube should al- 
ways be kept in mind when an adnexal enlargement 
is found in a woman of menopausal age, even though 
the clinical picture does not seem to be a typical one. 

HERBERT TEICHNER, M.D. 


Ovarian Dystrophy (La dystrophie ovarienne). R. 
MERGER, J. Lévy, and J. Metcnior. Sem. hép. 
Paris, 1951, 27: 1934. 

The authors have evolved an elaborate scheme of 
classifying ovarian disorders as follows: 

1. Primary ovarian dystrophy due to (a) painful 
pseudosalpingitis and pseudoappendicitis, or (b) 
pseudotumors (cysts), and (c) pseudogravid or 
ovarian dystrophy due to ectopic pregnancy. 

2. Secondary ovarian dystrophy due to (a) retro- 
verted uterus, (b) salpingitis and hydrosalpinx, 
(c) fibromyoma, and (d) unilateral pain due to rup- 
ture of the follicle. 

A short discussion of the types of sterility associ- 
ated with these dystrophies includes a proposal of 
partial resection for prolapsed ovary. 

There is also a brief discussion of the difficulties 
of differential diagnosis between ovarian cyst, endo- 
metriosis, and appendicitis. 

Jane C. MacMittan, M.D. 
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Clinical Considerations of Benign Ovarian Cysto- 
mas. CLypDE L. RANDALL and DONALD W. HALL. 
Am.J. Obst., 1951, 62: 806. 

Preservation of ovarian tissue is essential and 
desirable. This would seem to indicate ovarian re- 
section rather than oophorectomy when neoplasms 
are benign, and suggests scrutiny of the indications 
for the so-called prophylactic removal of the ovaries. 

In an effort to determine how often preservation 
of ovarian tissue proves to have been an unwise 
course, a study has been made of 1,112 women 
operated upon for ovarian neoplasms in the Buffalo 
General Hospital, Buffalo, New York, during the 
years 1936 to 1947, inclusive. 

The incidence of the bilateral occurrence of benign 
ovarian cystomas or the ultimate incidence of ovarian 
malignancies does not warrant the removal of an 
opposite normal-appearing ovary merely as a pro- 
phylactic measure. The chance of bilateral path- 
ology, not grossly appreciable but already develop- 
ing in the other ovary, indicates careful inspection, 
palpation, and bisection of the opposite ovary before 
it can be regarded as normal and uninvolved. 

The chance of the development of disease in the 
opposite ovary at a later date should cause us to 
favor resection of benign cystoma, rather than 
oophorectomy, whenever it is possible to preserve 
even a Shell or portion of the ovary on the involved 
side. The possibility of continued oogenesis adds a 
reason to preserve even small portions of any ovary. 
Moreover, in this series nothing has been found to 
suggest the recurrence of an ovarian neoplasm in the 
ovarian tissues remaining after resection of a benign 
cystoma. 

The danger of peritoneal implantation from a 
papillary cystadenoma opened at surgery, like the 
danger of dissemination of endometriosis by the 
resection of a chocolate cyst, appears to have been 
overemphasized. 

When ovarian tumors have been discovered in 
women more than 50 years of age, 40 per cent have 
proved to be benign. 

Resection of the ovary should be considered more 
often and oophorectomy employed less routinely in 
the management of benign ovarian cystomas. 

Joun R. Wotrr, M.D. 


Contribution to the Study of Granulosa Cell Tu- 
mors (Contributo allo studio dei tumori a cellule 
della granulosa). BruNo TAGLIAPIETRA. Riv. ital. 
gin., 1951, 34: 347. 

The author observed 3 cases of granulosa cell 
tumor which he reported in detail. 

A 46-year-old para-5 had a 1-year history of 
irregular menstruations consisting of periods of pro- 
longed amenorrhea followed by metrorrhagia lasting 
as long as 1 month. Examination revealed an 
irregularly enlarged uterus with apparently normal 
adnexa. A total hysterectomy was performed. The 
left ovary was enlarged to the size of an apple and 
contained in its center a pseudocystic area of in- 
tensely yellow color. Histological examination re- 
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vealed granulosa cell tumor, mostly of the trabecular 
type, with the presence of Call-Exner bodies. 

In the second case, that of a nullipara of 55 years 
who had been in the menopause for 6 years, there 
were complaints of pelvic discomfort, urinary dis- 
tress, and constipation. On finding a huge, fixed 
pelvic mass, a total hysterectomy was performed. 
One of the ovaries was replaced by a solid tumor, the 
size of an infant’s head, which contained a pseudo- 
cystic cavity and was surrounded by yellowish tis- 
sue. The uterus was enlarged and the uterine cavity 
was filled with blood because of atresia of the cervical 
canal. Microscopically, an alveolar type of granu- 
losa cell tumor was found which, in some areas, 
contained theca-interna-like connective tissue. The 
endometrium showed cystic glandular hyperplasia. 

The third patient was 36 years old and had had a 
right ovarian tumor of unknown nature removed 
previously. Two years later her periods became 
irregular in amount and cycle. Five years after the 
first operation a left ovarian tumor was diagnosed 
and total hysterectomy was performed. A solid 
ovarian tumor, the size of an infant’s head and a 
markedly enlarged uterus were found. Histologically, 
the ovarian tumor was a parenchymatous granulosa 
cell tumor containing thecal elements. 

The first and third patients were still alive after 16 
and 9g years, respectively, the second having died of 
bronchopneumonia on the thirteenth postoperative 
day. All 3 patients had the characteristic increase of 
uterine bleeding, although in 1 of them it was in the 
form of hematometra. HERBERT TEICHNER, M.D. 


The Malignancy of Special Ovarian Tumors. D. 
NELSON HENDERSON. Am. J. Obst., 1951, 62: 816. 


Special ovarian tumors which belong to the dy- 
sontogenetic or embryonal carcinoma group are 
generally considered to be of low grade clinical mal- 
ignancy but exceptions to this generally held opinion 
have been encountered. Therefore, the clinical his- 
tories, follow-up records, and the pathologic material 
of 50 cases have been reviewed. These were made up 
of 40 cases of granulosa cell carcinoma, 7 of dysger- 
minoma, and 3 of arrhenoblastoma. 

The granulosa cell carcinoma, contrary to other 
types of malignant ovarian neoplasms, is frequently 
diagnosed early, before extension through the cap- 
sule of the tumor has occurred. Yet there was a 
known recurrence in 10 of the 40 cases, or 25 per cent. 
Half of the recurrences took place after 5 years, and 
in 2 recurrences more than 10 years had elapsed since 
the time the primary tumor had been removed. Of 
the 17 patients who lived 5 years or more, 14 were 
treated by bilateral oophorectomy and hysterec- 
tomy, and only 3 by oophorectomy alone. All of the 
5 patients who developed recurrence in less than 5 
years were treated by oophorectomy. The influence 
of age on the survival rate was evident in the 10 
patients who developed recurrent tumor. With one 
exception, all were more than 39 years old. High 
voltage x-ray therapy for recurrent granulosa cell 
carcinoma was ineffective in retarding its progress. 























Considerable difference of opinion exists as to the 
degree of malignancy of dysgerminoma. This series 
of 7 patients further emphasizes the malignant 
nature of this neoplasm. Five of the 7 patients are 
dead, and only 1 patient has survived for more than 
5 years. All 7 patients were treated by oophorec- 
tomy, and in only 1 was there evidence of extension 
through the capsule of the tumor. 

The rarity of the arrhenoblastoma and the inade- 
quate follow-up records of reported cases makes it 
difficult to estimate the malignancy of this tumor. 
Of the 3 patients observed by the author, 1 is dead, 
having died within a year. The second patient de- 
veloped a second arrhenoblastoma in the remaining 
ovary in 4 years, but has remained well for 11 years 
since the original operation. The third patient has 
survived for 7 years following bilateral oophorectomy 
and hysterectomy. Joun R. Wotrr, M.D. 


Carcinoma of the Ovary; Clinical and Pathological 
Evaluation. FRANK C. WHEELOCK, RoBert H. 
FENNELL, JR., and Joe V. Metcs. N. England J. M., 
1951, 245: 447. 

Sixty-seven cases of malignant ovarian tumors 
were reviewed. The 5-year survival rate was 28.4 
per cent, which shows an improvement over the 
previous series. A correlation of the histologic 
picture with the survival rate was fairly successful. 
At present the only means of improving the survival 
rate is to carry out more complete and thorough 
examinations on apparently healthy women as well 
as on those with symptoms. 

Cartes Baron, M.D. 


EXTERNAL GENITALIA 


The Baldwin-Mori Operation for Congenital Ab- 
sence of the Vagina; Technique and Results. 
Critical Discussion of the Various Procedures 
(A propos de l’opération de Baldwin-Mori pour ab- 
sence congénitale du vagin; technique—résultats. 
Discussion critique des divers procédés). P. Brocg 
and H. RosBert. Gyn. obst., Par., 1951, 50: 229. 


Incidental to the repair of a mucous prolapse of 
the vaginal plastic, 30 years after a vaginal plastic 
construction in which the method of Baldwin- 
Mori was used by Lardennois of Rheims, France, 
and after 2 typical Baldwin-Mori operations, one 
on a 20 year old woman, the other on a 1g year old 
androgynic hermaphrodite, the authors have gather- 
ed together the literature on the subject, and con- 
sider that a discussion on the basis of this material 
is indicated. 

A biopsy specimen was procured from the mucous 
lining of the 30 year old plastic vagina, and a photo- 
micrograph of this material in the original text dis- 
closes the atrophy of the glandular elements of the 
graft in the 3o years of its use as a medium of sexual 
contact. 

In the 3o year old woman, the left tube and ovary 
and the uterus were absent. The right tube and 
Ovary were well developed and normal in appear- 
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ance. There was a single pelvic kidney. The 109 
year old androgyne had the physical, vocal, and 
mental characteristics of a woman, and desired a 
vagina in order to get married. The abdominal por- 
tion of the modified Baldwin-Mori operation 
showed the absence of all feminine organs. Ap- 
pended to the superior strait was a testicle with a 
well developed appearance and a normal looking 
epididymis. The testicle was not removed. 

This androgyne had a younger “sister” who also 
resembled a woman externally, but who had two 
testicles in the inguinal canals. This creature, who 
was only 17 and a half years of age, also desired an 
artificial vagina; however, in consideration of the 
tender age of the subject, a simple cleavage opera- 
tion without the use of grafts of any sort was all 
that was attempted at this time. 

In general, the author believes that the Baldwin- 
Mori operation is the best procedure wherever it can 
be accomplished. It must be remembered that the 
natural vagina is not a purely perineal organ, but is 
a perineopelvic organ whose dome protrudes well 
into the cavity of the small pelvis, and the cleavage 
operation, with or without grafting, is unable to 
imitate this anatomical peculiarity. 

It is true that some amazingly good results have 
been achieved by using parts of the rectum or the 
sigmoid; however, the authors believe that the ileal 
graft of the Baldwin-Mori operation fulfills all the 
requisites of a satisfactory vagina (length, elasticity, 
unctiousness). 

There are only two conditions here recorded in 
which it is conceded that the perineal cleavage opera- 
tion, with or without grafts, might be indicated. 
The one condition would be the refusal of the patient 
to submit to a radical surgical procedure, particu- 
larly if she be willing to consent to a long and tire- 
less period of co-operation. The other instance 
would be one in which there are present ovaries and 
a uterus which, no matter how apparently mal- 
formed, seem capable of entering into, or developing 
to the point where they can, function (menstruation, 
pregnancy). In this fortunate situation, the uterus 
should be attached to a neovagina by a simple 
cleavage operation, with or without cutaneous 
grafting. Joun W. Brennan, M.D. 


MISCELLANEOUS 


Pain, and Pain Relief in Essential Dysmenorrhea. 
Franz Scouck. Am. J. Obst., 1951, 62: 559. 


This report is based on 800 students and deals 
with pain in essential dysmenorrhea. Six hundred 
and forty were in the age group from 16 to 19 
years, the majority being 17 or 18, and 150 were in 
the 20’s. The follow-up study varied from 6 months 
to 4 years. 

The author does not believe that psychoneurosis 
is an important factor since it was no more fre- 
quent in patients with essential dysmenorrhea than 
in a control group. Nor could organic factors in 
the physical constitution, development, or the 
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medical, neurological, and gynecologic status be 
considered a factor. Increased autonomic spasticity 
was of little significance since antispasmodics had 
almost no effect in symptomatic relief. 

Estrogen therapy to prevent ovulation produced 
complete relief of pain in 60 per cent of 300 pa- 
tients. When it was given after ovulation had 
occurred (as denoted by temperature graphs) pain 
was also prevented in some instances. Progesterone 
given orally in 60 cases in the latter half of the 
cycle had no effect. 

A vasodilator (padutin) was tried in 80 cases in 
various dosages. Evaluation was not possible be- 
cause such a variety of schemes was used. It is not 
as effective as estrogen. Further work along this 
line seems to offer some promise. 

WarreEN R. Lane, M.D. 


The Use of Ultrasonics in Inflammatory Gyneco- 
logic Affections. The Result of Treatment of a 
Case of Grave Roentgen Dermatitis. (Sull’- 
impiego degli ultrasuoni in affezioni infiammatorie 
ginecologiche, e sul loro effetto in un caso di grave 
radiodermite). Frtice Grppo. Q. clin. ostet. gin., 
1951, 6: 335. 

The apparatus employed was the so-called 
“Ultraphonor” and the usual frequency was 3,000 
kilocycles. The material consisted of 8 cases of acute, 
subacute, or chronic (quiescent) inflammatory proc- 
esses of the female genitalia, 6 cases of inflamma- 
tory processes involving the female breast and 3 in- 
volving the gluteal region, and, finally, 1 case each 
of phlegmonous inflammation involving the vulva 
and the axillary tissues. The final report concerns 
the case of a woman with a severe burn as a result 
of postoperative roentgen treatment of a carcinoma 
of the breast. 

The treatments varied with the tolerance of the 
patient, the machine being adjusted for 1,000 to 3,000 
kilocycles, the duration of the session being 3 to 6 
minutes, and treatments being given every day or 
every other day, as a rule. The number of treat- 
ments varied from three to usually not more than 
twelve. 

The surprising thing was that these treatments 
could be given to febrile patients, the fever tending 
to go down and stay down after three or four ses- 
sions. Another surprising thing was the rapidity 
with which all forms of induration, edema, and swell- 
ing were reduced. In 2 instances, after the in- 
duration had been dispelled, a well demarcated 
ovarian cyst could be palpated and recognized, and 
it was subsequently removed by surgery. 

In the course of these treatments the author did 
not notice the somnolence described by other writ- 
ers; on the contrary, he noted in 3 instances a well- 
defined tendency toward irritability (insomnia). 

With regard to danger to the ovary, the author is 
unable to offer any information; he has always man- 
aged to confine the treatments to one side of the 
pelvis. One instance, however, is reported in which 
the woman stopped menstruating following the 
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treatments; nevertheless, no attempts at hormone 
therapy and no definite determinations were made 
as to the cause of the amenorrhea while she was 
under observation. The author is trying to develop 
an apparatus which will confine the effects of the 
ultrasonic treatment to the part affected. 

On the basis of analogy the author feels justified in 
recommending this method of treatment for lesions 
of an inflammatory nature in other organs than those 
here reported. Of course, he does not recommend 
the negiect of chemotherapy, antibiotics, and vac- 
cines. The ultrasonics are still more or less in the 
experimental stage with reference to their use in the 
treatment of inflammatory processes; however, 
enough experience has accumulated to indicate their 
tentative use in acute and subacute inflammatory 
affections, particularly those which have proved re- 
fractory toward all other methods of treatment. 
Joun W. BRENNAN, M.D. 


A Clinical and Surgical Review of Endometriosis. 
Vircit S. COUNSELLER and JoHNn L. CRENSHAW, 
Jr. Am. J. Obst., 1951, 62: 930. 


The purpose of this study was to search for cer- 
tain information or facts which would aid in the se- 
lection of treatment for patients having endometri- 
osis. Inquiry was made as to what changes took 
place in the menstrual cycle and what effect, if 
any, the previous surgical operations may have had; 
also, what influence pain had in disability and, fin- 
ally, when conservative operations were done, what 
the effects were, if any, on restoration of fertility 
and the relief of pelvic pain. 

The study revealed that in the 10 years from 
1939 through 1948, surgical treatment was used at 
the Mayo Clinic for 1,342 patients, or approxi- 
mately 25 per cent of the patients who were given 
a diagnosis of endometriosis or who were suspected 
of having this condition. In the majority of these 
1,342 cases, endometriosis and its associated lesions 
of the uterus and adnexa seemed to require radical 
surgical treatment for the relief of symptoms. This 
was done in 88.4 per cent of the cases, although 
ovarian function was saved in 38.5 per cent. 

It was concluded that conservative operations 
should perhaps be limited to those patients who are 
less than 30 or 35 years of age, and have a combi- 
nation of disabling pain, irregular menses, and 
sterility sufficient to require surgical interference. 
Conservative procedures cannot be recommended 
for the correction of sterility although they should 
be carried out whenever possible in the hope that 
fertility may be restored during the reproductive 
period of life. Perhaps they should be considered 
especially for those patients who have a pelvic 
lesion in addition to the endometriosis, have had 
one child, and are anxious to have subsequent 
pregnancies. Failures will occur in the group of 
patients who have absolute sterility. Finally, the 
selection of patients for surgical treatment is the 
critical issue. It will depend in many instances on 
the associated pelvic lesions which of themselves 























require surgical treatment. Patients who have 
these are usually in the older age group. Opera- 
tions on the younger patients probably should be 
determined by the degree of disability and without 
any definite promise of relief or improvement. 


Observations on the Pathology and Spread of Endo- 
metriosis Based on the Theory of Benign 
Metastasis. Cart T. JAVERT. Am. J. Obst., 1951, 
62: 477. 


Normal endometrium is present only in the uterine 
cavity, so that any spread of either stroma or glands 
into other locations is to be regarded as endome- 
triosis. The use of such terms as “adenomyosis, 
adenomyoma, endometrial implants, and endome- 
triosis interna and externa” is descriptive, but the 
basic pathology is the same, namely, misplaced en- 
dometrial tissue. Ordinarily, the heterotopic areas 
of endometriosis exhibit the same cyclical changes 
found in the endometrium, even to the development 
of hyperplasia, adenocarcinoma, decidua, and at- 
rophy, although occasional exceptions have been 
observed. 

A functioning endometrium is the precursor of en- 
dometriosis. Benign endometrium usually remains 
quiescent and localized in the uterine cavity up to the 
menarche, after which it is in a constant normal state 
of flux, going through the proliferative, secretory, 
and menstrual phases at regular intervals. This 
normal growth process has been called cyclical 
homeoplasia. It can lie dormant for many months 
as in pregnancy, after the completion of which 
cyclical homeoplasia is resumed. 

Benign endometrium may spread by direct inva- 
sion of the myometrium (adenomyosis) and of the 
endosalpinx, by exfoliation of cells through the fal- 
lopian tubes with implantation on the ovaries and 
peritoneum, by lymphatic metastasis to the lymph 
nodes, and by hematogenous metastasis locally and 
to distant organs such as the kidney. 

The composite theory of benign metastasis for the 
spread of endometriosis is based on an experience 
with 1,371 patients at a New York Hospital during 
the past 17 years, a clinic incidence of 5.61 per cent. 

Not every patient with endometriosis will exhibit 
the entire pattern of dissemination since there are 
other related factors which include: the age at onset, 
hormonal balance, cervical stenosis, retroversion, in- 
travaginal tampons, sterility, parity, tissue resistance 
and reaction, duration of the disease, type of pelvic 
surgery (conservative, castration), radiation, testo- 
sterone, and pregnancy. 

Young patients may require a dilatation and 
curettage, excision of the pelvic lesion and adhesions, 
conservation of ovarian function, and uterine sus- 
pension, after which they are urged to conceive at 
once. Pregnancy is the best prophylactic and cura- 
tive treatment for endometriosis, since it interrupts 
the cyclical homeoplasia during which time the en- 
dometrium lies dormant. Each pregnancy reduces 
the period of growth for the endometrium by approx- 
imately 12 months. 


GYNECOLOGY 





259 


The incidence of further spread or recurrence after 
conservative surgery depends on the original extent 
of the process, the success of the operation, and the 
number of pregnancies. In older women, total 
hysterectomy and bilateral salpingo-oophorectomy 
may become the procedure of choice, rather than 
castration by irradiation, since the latter may stim- 
ulate the endometrium to develop adenocarcinoma, 
as has been observed in several patients. Further- 
more, it has been shown that endometrial carcinoma 
occurs with greater frequency in patients with en- 
dometriosis. Joun R. Wotrr, M.D. 


Injuries of the Female Bladder and Urethra. C. 
Scott RussEt.. Edinburgh M.J., 1951, 58: 437. 


The author divides injuries of the female bladder 
and urethra into three groups: (1) those that follow 
difficult labor, (2) those that follow trauma or dis- 
ease, and (3) those that follow radium therapy. 

Today the injuries following labor are not so com- 
mon. The injuries following simple and extensive 
operative procedures, even the passage of a catheter, 
are the common ones today. The injuries following 
radium therapy occur many months after comple- 
tion of the treatment, are situated high in the vagina, 
are associated with damage to the rectovaginal sep- 
tum, and are surrounded by avascular tissue. 

The author recommends that injuries should be re- 
paired at once, whenever possible. If there has been 
too much tissue damage or if there is infection, re- 
pair should be delayed. 

When a bladder or urethral fistula has been diag- 
nosed, it is important that complete urological work- 
up be instituted. Cystoscopy enables visualization 
of the ureteral orifices and reveals their relation to 
the fistula, Excretory urography is also important as 
by its use the renal function is tested and a double 
ureter, Stricture, or other complication may be recog- 
nized. All patients must be subjected to careful bac- 
teriological examination of the urine so that proper 
medication may be instituted. 

The occasional urinary fistula will close spontan- 
eously or while the bladder is being drained contin- 
uously. The majority of these fistulas require opera- 
tion. The various operative procedures include: (1) 
cauterization of the fistula margins, (2) transperi- 
toneal and transvesical repair, (3) vaginal closure in 
layers, (4) vaginal closure in one layer—the Sims- 
Emmet operation, and (5) partial colpocleisis. 

The very tiny fistulas may occasionally be cured 
by superficial cauterization of the margins. The 
transvesical and transperitoneal approaches are still 
popular and without doubt have produced many 
cures. The author, however, believes that the vagi- 
nal route can be successful in all cases. He quotes 
Mahfouz and Turner who report that the vaginal 
route is the best approach. He states that others, 
too, believe that there is no vesicovaginal fistula so 
situated as to make the abdominal route preferable 
to the vaginal. All of the cases reported by the 
author were managed by employing the vaginal 
route. 
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Vaginal closure in layers is an old technique and 
has its dangers. Occasionally there may be resulting 
stricture or occlusion of the ureters. It is the pro- 
cedure which is particularly suitable for the fistula 
with some prolapse and plenty of healthy surround- 
ing tissue. In general, the author advises that purse- 
string sutures be avoided and that the suture line of 
the bladder and that of the vagina should be in dif- 
ferent planes. 

The Sims-Emmet operation, sometimes called the 
classical operation, consists of exposing the fistula 
vaginally, dividing the fibrous margin obliquely 
down to it but not including the bladder—so that 
about % inch (or wider) raw surface is made around 
the fistula, drawing these raw surfaces together with 
fine silver wire placed down to the fistula but not 
through the bladder, relieving tension where neces- 
sary by remote incisions, and draining the bladder 
postoperatively. This operation lacks popularity 
because of the apparent enlargement of the fistula 
by saucerization of the margin; however, this en- 
largement affects only the vaginal aspect of the 
fistula. 
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The partial colpocleisis procedure as described by 
Latzko is an excellent procedure for fistula which 
follows operation, namely, the total abdominal hys- 
terectomy. The author recommends this procedure 
also when considering the treatment of postirradia- 
tion fistulas. 

When there has been considerable destruction of 
the urethra, the repair of the injury is a very special 
problem because of the likelihood of urethral incon- 
tinence persisting even though a new urethra has 
been well-fashioned and the fistula closed. It has 
been ‘stated that, provided one-third of the urethra 
was available, satisfactory reconstruction could be 
a. but the degree of urinary control is doubt- 
ul. 

The author recommends continuous bladder drain- 
age in the postoperative care of these patients. He 
pays particular attention to removal of clots from the 
bladder and from the catheter. Special positions of 
the patient in bed following operation are of no great 
importance. 

There are 16 excellent figures and a good biblio- 
graphy. Henry C. Fark, M.D. 














PREGNANCY AND ITS COMPLICATIONS 

Contribution to the Problem of Simplification of 
the Pregnancy Test of Galli-Mainini and the 
Results of Comparative Studies (Beitrag zur 
Vereinheitlichung des Schwangerschaftstestes nach 
Galli-Mainini und Ergebnisse vergleichender Unter- 
suchungen). G. ScHAIBLE and E. ScHLUEREN. 
Geburtsh. & Frauenh., 1951, 11: 759. 


The Aschheim-Zondek test has a still wider ac- 
ceptance than the Galli-Mainini test. Part of this 
popularity is ascribable to the fact that the former is 
older, better standardized, and better supported by 
satisfactory laboratory experience and apparatus; 
also, its use is largely confined to trained personnel, 
while the Galli-Mainini test is so simple as to be 
within the reach of relatively inexperienced physi- 
cians. However, this availability of the latter test 
does not explain all its discrepancies, since there 
seems to be no agreement as to its application and 
interpretation, even in the large institutions where 
it is studied and applied. 

Here the authors, by large series of tests, have at- 
tempted to put to test some of the more important 
questions with reference to the simplification of the 
test itself. The rana esculenta turns out to be more 
delicate and more rapid in its response to the gona- 
dotropic hormone of the placenta than is the bufo 
vulgaris, and even the turtle. However, there is 
considerable variation in the response of the ranae 
esculentae as a group. First, the poorly responding 
one must be weeded out by test injections of prolan. 
Some of these frogs seem to be impotent and some 
are probably unrecognized females. Once the ani- 
mals which respond well to the test dosages are dis- 
covered, they must be properly fed (they need plant 
substance) and must be re-used not oftener than 
every 10 days. 

When properly used, a positive reaction in one 
animal is decisive. When the result is negative, at 
least 2 other animals must be tested. Urine and 
serum of the pregnant animal are equally reliable; 
however, the urine can be concentrated but the 
serum can not. In the authors’ experience with this 
concentrated prolan urine, a false positive ovulation 
has occurred. 

The smaller frog of the rana esculenta family seems 
to have a relatively lower threshhold for prolan than 
its larger brother. This discrepancy has been so 
striking as to cause the authors to wonder if there 
might not be two varieties, a smaller and a larger, in 
the rana esculenta family; however, this seems 
rather unlikely. It would appear that the smaller 
frog is relatively more sensitive. 

The most favorable dose of urine and of serum is 
considered to be 1.0 c.c. for frogs weighing 10 to 20 
gm., and 1.5 c.c. for those weighing 20 to 35 gm. 

After the sixteenth day of the time following the 
missed period the test has proved very reliable, 
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while on the fifteenth day, or earlier, a negative re- 
sult must be accepted with some reserve. Here the 
concentrated urine prolan may prove of value. 
Otherwise it is perhaps wiser to suspend judgment 
until after the sixteenth day. 

As to the best time to begin looking for the telltale 
spermatozoa in the test frog’s urine, the authors pro- 
pose a series of observations spaced at the third, 
sixth, and ninth hours following the injection of the 
test urine or serum. Joun W. Brennan, M.D. 


Clinicostatistical Considerations with Reference to 
Prolapse of the Cord (Considerazioni clinico- 
statistiche sul prolasso del funicolo). GIANNI 
ArcarpDI. Q. clin. ostet. gin., 1951, 6: 373. 


Thirty-seven cases of prolapse of the cord were 
observed in the Clinic at Parma, Italy, during the 
period from 1938 to 1948, the incidence being 0.39 
per cent among a total of 9,435 births. 

This accident was found mostly in older women 
(20 to 25 years—1o0.81 per cent, 26 to 35 years—59 
per cent, and 36 to 45 years—3o.19 per cent). The 
cephalic presentation accounted for 81.08 per cent 
of the cases, podalic presentation for 10.81 per cent, 
and transverse presentation for 8.11 per cent. The 
instances in which the cause of the accident could be 
definitely determined amounted to 94.6 per cent. 
In 32.4 per cent the cause was maternal (pelvic de- 
formity—24.3 per cent, pluriparity—5.4 per cent, 
and tumors— 2.7 per cent); in 29.7 per cent the cause 
was associated with the amniotic sac and the pla- 
centa (excessive length of the cord—13.5 per cent, 
early rupture of the membranes—8.1 per cent, low 
insertion of the placenta—5.4 per cent, and marginal 
insertion of the cord—2.7 per cent); and in 32.5 per 
cent the cause was associated with the fetus (pre- 
maturity—8.1 per cent, fetal macrosomy—2.7 per 
cent, foot presentation—1o.9 per cent, shoulder 
presentation— 5.4 per cent, and prolapse of the upper 
extremities in vertex presentation—5.4 per cent). 

When dealing with mortality there is the problem 
of viability of the fetus. Twenty per cent of the 
mortality in this material concerned fetuses which 
were dead when the mother arrived at the hospital 
(8 of 37). For instance when all 37 fetuses were in- 
cluded in the reckoning, 28.57 per cent of the mor- 
tality occurred in women with dilatation of the cervix 
up to 3 cm. only; 5.45 per cent in those with dilata- 
tion from 3 to 7 cm., and, surprisingly, 31.50 per cent 
in those with complete dilatation. When, however, 
only living fetuses were reckoned (29 cases), the 
mortality for dilatation up to 3 cm. was 16.60 per 
cent, that for dilatation from 3 cm. to 7 cm. was 25 
per cent, and that for complete dilatation was 13.55 
per cent. 

In the last of these cases the crux of the problem 
proposed in this communication is evident: why 
should the mortality in cases of dilatation of 3 cm. 
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and less be only 16.60 per cent, while that for dilata- 
tion of 3 cm. to 7 cm. be 25 per cent? In the general 
medical literature dilatations of 3 cm. or less produce 
a very high mortality. Caffaratto (Boll. Soc. 
Piemont. ostet. gin., 1941, 41: 837) gives a mortality 
of 90.9 per cent for this group, and Putignano 
(Gior. ostet. Gin., 1946, 6:) gives one of 77.77 per cent. 
The explanation of this discrepancy lies, in the 
author’s opinion, in the method of treatment em- 
ployed. In this group of the author’s material (6 
patients) 3 were treated by a form of the Braxton- 
Hicks maneuver, that is, the foot was brought down 
and weighted, and then complete dilatation was 
awaited. In this group there was 1 dead fetus 
(mortality 33.3 per cent). The remaining 3 mothers 
presented special indications; one had a deformed 
pelvis and another a tumor, and the third mother 
was an old primipara with urgent need for a living 
child. These 3 pregnant women with funicular pro- 
lapse in the initial stages of cervical dilatation were 
subjected to cesarean section (fetal mortality 0). 
From the related experiences, the author has come 
to the conclusion that cesarean section should no 
longer be considered the last resort for patients with 
prolapse of the umbilical cord in the initial stages of 
uterine cervical dilatation. Of course, in such in- 
stances, in which the viability of the fetus is doubt- 
ful and the genital tract of the mother is probably 
already contaminated with infectious material, the 
operation of cesarean section is still to be avoided 
whenever possible. However, cesarean section 
should be considered the operation of choice in cases 
in which the prolapse has been diagnosed early and 
the fetus is not yet impaired in its vitality, or in 
cases in which the membranes are ruptured, the 
dilatation is still in the early stages, and the head is 
mobile above the superior strait, because a rapid 
cesarean section (with modern methods of surgery) 
will not excessively endanger the mother, and life 
of the child is assured. Joun W. BRENNAN, M.D. 


Excretion and Concentration of Urine Solutes Dur- 
ing Normal Pregnancy as Measured by Freezing 
Point Depression. Wit.tAm L. Caton, Duncan E. 
Rep, and CHARLES C. Rosy. Am. J. Obst., 1951, 
62: 827. 

The purpose of this study was to determine whether 
normal pregnancy altered the renal excretion of 
urinary solids. 

Twelve healthy primiparas and multiparas were 
the subjects of the study. Ten had uneventful 
pregnancies, uncomplicated deliveries, and afebrile 
puerperia. Two patients of this group had twin 
pregnancies. All patients in the group were un- 
restricted as to diet and fluid intake. 

One hundred and ninety-three 24-hour specimens 
of urine were studied and they are the basis of this 
report. The earliest determination was made 203 
days prior to delivery, and several urine specimens 
were collected the day prior to the onset of labor. 

The results of this study show that the excretion 
of waste products by the kidney is not increased 
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during normal pregnancy as denoted by the quan- 
tity of total solutes appearing in the urine. The 
total solute excretion does not increase despite an 
increase in maternal mass and the presence of a 
growing fetus. However, the results suggest that 
renal osmotic work is increased. The increase in 
osmotic work is not the result of variations in urine 
concentration, however, but is the result of a true 
dilution of plasma that occurs in pregnancy. During 
pregnancy a urine of rather constant concentration 
is being constructed from a plasma that is becoming 
progressively more dilute. 

The physiological changes of pregnancy produce 
an increased osmotic pressure difference between the 
tubular filtrate and the plasma. The freezing point 
depression method offers a means of evaluating the 
ability of the distal tubule of the kidney to construct 
a urine of optimum and maximum concentration. 
The determination of urine specific gravity during 
pregnancy is inadequate for this purpose because in 
the presence of proteinuria, the large albumin mole- 
cule does not allow for a true estimation of molecular 
concentration. 

It has been suggested that damage to the distal 
tubule is responsible for the oliguria of the pre- 
eclamptic syndrome and also the oliguria accompany- 
ing premature separation of the placenta. If this be 
true the molecular concentration of the urine would 
be low, but should the oliguria result from an extra- 
renal cause, such as the presence of excess anti- 
diuretic hormones, the molecular concentration 
would be high. Finally, the progressive changes in 
tubular function associated with oliguria of toxemia 
can be followed by means of the freezing point 
depression method. Joun R. Wotrr, M.D. 


Nutritional Deficiencies as a Causal Factor in 
Toxemia and Premature Labor. Wrnstow T. 
Tompkins and Dorotuy G. WiEHL. Am. J. Obst., 
1951, 62: 898. 

The authors carefully point out that there is a 
distinct difference between diet and nutrition, the 
former simply implying what the patient eats, the 
latter implying not only what the patient eats but 
her own ability to properly digest and assimilate the 
food eaten. 

On the basis that the patient’s weight was the only 
available tool for ascertaining the state of the pa- 
tient’s nutrition, the authors have reviewed the 
problems of toxemia and premature labor in relation 
to weight gain. Their data were obtained from 
direct observations of the accumulated weight dur- 
ing the second and third trimesters, and the reported 
weight on the basis of history from the pregravid 
state through the first trimester. The average ac- 
cumulated gain during pregnancy was found to be 
24 pounds. The authors point out that, although it 
has been known for many years that patients who 
begin pregnancy in an overweight state will fre- 
quently develop toxemia, it should be emphasized 
that those individuals who are underweight prior to 
pregnancy show a much higher incidence of toxemia. 














It is presumed on this basis that the overweight 
patients probably consume part, if not all, of the 
essential food stuffs, simply because their diet is so 
excessive. Of the group of patients who were 20 
per cent or more overweight, 6 per cent developed 
toxemia. In contrast, of the patients who were 20 
per cent or more underweight 11.1 per cent developed 
toxemia. 

During the second trimester, the situation was re- 
versed. Among the patients who gained 5 or more 
pounds over the average rate of gain, 40 per cent 
developed frank toxemia or toxic symptoms. The 
incidence of toxemia and toxic symptoms among 
those who gained less than average was only 21 per 
cent. If the average weight gain of the third tri- 
mester was above average, in addition to the excess 
weight gain in the second trimester, the incidence of 
toxemia was still higher. The same thing also ap- 
plied to patients who failed to gain the average 
weight in both the second and third trimesters. 

In the studies concerning premature labor, it was 
found, as expected, that the patients who were 
underweight and those who failed to maintain an 
average weight gain during pregnancy had a much 
higher incidence of premature labor than those in 
whom the weight gain was normal or above average. 
A similar observation was made with regard to 
hemoglobin: the patients with a low hemoglobin had 
a much higher incidence of premature labor than 
those with a normal hemoglobin level. The authors 
also found that supplementation with vitamjns and 
protein reduced the incidence of premature labor, 
particularly in the patients who were underweight. 

By way of summary, the authors pointed out that 
the hazard of toxemia could be reduced by approxi- 
mately normal gains in weight during the first tri- 
mester. On the other hand, marked restriction of 
the weight gain during this period increases the risk 
of premature labor. James F. DonneEtty, M.D. 


Intrauterine Fetal Death and Toxoplasmosis (In- 
trauteriner Fruchttod und Toxoplasmose). WALTER 
DONTENWILL. Geburtsh. & Frauenh., 1951, 11: 792. 


After a brief review of the literature on toxo- 
plasmosis in embryos and the newborn, the author 
reports a case of his own. 

A baby, stillborn at the end of the seventh month 
of pregnancy showed maximally dilated ventricles. 
The walls of the ventricles were covered with friable 
caseous masses, which were up to 5 mm. thick. 
Histologic examination revealed the proliferation of 
glia and numerous pseudocysts filled with toxo- 
plasma organisms in the neighborhood of the 
necrotic tissue that covered the ventricle walls. 

Serologic examination of the mother was strongly 
positive for toxoplasma (Westphal 3 plus, Sabin- 
Feldmann 1:144 positive). The mother had been in 
continuous contact with pigeons, cats, and rabbits 
before and during the pregnancy. 

The author discusses the possibility that unex- 
plained intrauterine death may be due to embryonal 
toxoplasmosis, WERNER M. Sotmitz, M.D. 
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Fig. 1 (Dontenwill). Large pseudocyst with well de- 
fined toxoplasma organisms. 


Abortions—A Study Based on 1,304 Cases. Jason H. 
Cotuins. Am. J. Obst., 1951, 62: 548. 


The cases of 1,304 patients admitted to the Char- 
ity Hospital, New Orleans, Louisiana, with the 
diagnosis of abortion during the preceding 4.5 years 
were statistically analyzed. The differences be- 
tween the white and colored women were not sig- 
nificant except that there were approximately twice 
as many colored patients as white, which was the 
same ratio of patients admitted to the service 
with other diagnoses. It was found that most of 
the abortions occurred during the third, fourth, and 
fifth pregnancies, and that the majority of them 
occurred during the spring—a finding consistent 
with the increased term delivery rates in the fall. 

An abortion was considered septic if there was a 
temperature of ror°F. on any day including the 
day of admission, or a temperature of 1o0.4°F. on 
any 2 successive days. Roughly, 19 per cent of the 
entire series was considered septic. Of the septic 
group, 103 were known to be criminal abortions 
and some 23 others were suspected of being criminal 
on the basis of the objective evidence. The number 
of criminal abortions after the age of 20 years was 
found to increase with parity. 

Treatment consisted of careful sterile vaginal in- 
spection, at which time any tissue in the vaginal 
canal or in the cervical os was removed. Routine 
studies included x-ray examination of the lungs 
and abdomen for evidence of pulmonary infarction, 
and pneumoperitoneum for foreign bodies in the 
uterus or abdomen. The patient then received oxy- 
tocics. If, however, the bleeding persisted, the 
vagina was again inspected, dilatation and curet- 
tage being performed only if the bleeding persisted 
after this. In addition, septic patients were treated 
with antibiotic therapy and an even more conserva- 
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tive attitude was adopted toward surgical invasion 
of the uterus. Uterine douching and packing were 
never employed. All of the septic patients likewise 
received tetanus antitoxin and gas bacillus anti- 
toxin. Blood transfusions were used liberally and 
in the patients with pelvic thrombophlebitis, liga- 
tion of the inferior vena cava or of the ovarian 
veins was performed. 

There were 6 deaths among the 1,304 cases. 
These were due to suppurative pelvic thrombo- 
phlebitis with ligation performed too late to pre- 
vent septic emboli. Tetanus failed to respond to 
the present method of treatment in 2 patients. One 
patient died with anuria from self medication with 
sulfonamides. One patient died from sepsis in the 
admitting room and 2 other patients died from 
sepsis shortly after admission. There was a definite 
decrease in the mortality rate over a previous 
period which was attributed to the liberal use of 
chemotherapy, antibiotics, blood, and a surgical ap- 
proach to the complications which were encoun- 
tered. James F. Donne.ttey, M.D. 


LABOR AND ITS COMPLICATIONS 


A Study of the Management of Prolonged Labor. 
Aucust F. Daro and Harvey A. GoLiin. Am. J. 
Obst., 1951, 62: 516. 


The authors present a series of cases of prolonged 
labor treated by the active method, which they 
have devised, as opposed to the inactive method, 
which was used in a control series. They defined 
prolonged labor as labor of 12 hours or longer in 
the multipara, and 18 hours or longer in the primi- 
para. The length of labor was determined by the 
onset of regular, rhythmic uterine contractions 
with pain, regardless of the state of the cervix. 

Active management consisted of a sterile pelvic 
examination at the time the decision was made 
that the labor was prolonged. This included a 
complete pelvic survey in an attempt to note any 
abnormalities which might be interfering with the 
progress of the labor, in addition to an evaluation 
of the character and intensity of the uterine con- 
tractions. If the membranes were unruptured at 
this time, they were ruptured. If the labor was then 
considered adequate as far as the contractions were 
concerned, nothing further was done. However, if 
uterine inertia was diagnosed, according to the 
methods advocated by Calkins, posterior pituitary 
extract was given, beginning with 4% minim and 
gradually increasing to 3 minims. Inactive manage- 
ment consisted of alternating periods of rest and 
labor with maintenance of general nutrition and 
proper nursing care. 

The authors found that both the artifical rup- 
ture of the fetal membranes and the administration 
of posterior pituitary extract in properly selected 
cases produced satisfactory progress in a large per- 
centage of the cases, so that the ultimate duration 
of labor was definitely less in the actively treated 
group than in the group treated by the inactive 
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method. There was a slight decrease in the number 
of operative obstetric procedures in the actively 
treated group. A slight but definite decrease was 
also noted in the incidence of maternal complica- 
tions, maternal morbidity, and fetal mortality. No 
maternal deaths or complications due to active 
management were encountered. 
James F. DonneEttey, M.D. 


An Analysis of 45 Face Presentations. A. CHARLES 
PosNER and S1ipNEY Coun. Am. J. Obst., 1951, 62: 
592. 


The incidence of face presentation at the Bronx 
Hospital being 1 in approximately 550 is somewhat 
lower than that usually quoted. An analysis of the 
etiological factors revealed the same factors as those 
previously noted by other investigators. The aver- 
age duration of the first stage of labor was ap- 
proximately that of the normal vertex presentation, 
although the second stage was somewhat prolonged. 
Four points in the diagnosis of face presentation 
were mentioned. The presence of a cephalic prom- 
inence on the same side as the back should give 
rise to suspicion of this complication. Rectal and 
vaginal examinations will often present a firm, ir- 
regular presenting part with depressions and prom- 
inences. This must be differentiated by Leopold’s 
maneuvers from a breech presentation. The diag- 
nosis can be confirmed by x-ray examination. 

Twenty-nine of the patients were delivered spon- 
taneously; 3 with low forceps, 2 with mid-forceps, 
5 with version and extraction, and 5 by means of 
cesarean section. The over-all gross infant mortal- 
ity was 35 per cent. However, elimination of the 
dead fetuses on admission, monstrosities, and the 
previable infants, would correct this to 12 per cent. 
There was 1 maternal death which occurred in a 
32-year-old primigravida with a 64-hour labor and 
persistent right mentum posterior. A high forceps 
rotation was carried out; however, descent could 
not be obtained because of a contraction ring. The 
patient was treated medically for this and 6 hours 
later version and extraction were done. The pa- 
tient died of shock due to a ruptured uterus. 

The authors came to the conclusion that “‘if a 
face is making progress, leave it alone,” with the 
addition that when the chin is in the posterior posi- 
tion the child must always be delivered by cesarean 
section. James F. DonnELLEY. M.D. 


NEWBORN 


Functional Intestinal Obstruction in the Newborn. 
IsABELLA ForSHALL, P. P. RickHAmM, and D. B. 
Mossman. Arch. Dis. Childh., Lond., 1951, 26: 294. 


Functional intestinal obstruction in the newborn 
is apparently a very rare entity, resembling Hirsch- 
sprung’s disease in many cases. From a pathologic 
viewpoint, the infants which have been autopsied 
reveal absence of the ganglion cells of Auerbach’s 
— of the large intestine, extending up to the 

eum. 














A detailed case report, including the autopsy find- 
ings of 1 newborn, is reported. In addition, histories 
of 4 other children in the same family, suggesting 
the same disorder, are presented. 

James F. DonnELty, M.D. 


A Clinical Study of Infections of the Newborn 
Occurring in a Maternity Hospital over a 6- 
Month Period. Ciair Issister. Med.J. Australia, 
1951, 2: 386. 

The author attempts to record all infections, no 
matter how trivial, occurring in four nurseries at- 
tached to a maternity department, over a 6-month 
period. A conscientious effort was made to examine 
each baby daily and keep progress notes up to date. 
A total of 940 babies with an infection rate of 20.4 
per cent were followed up. 


DESCRIPTION OF NEWBORN INFECTIONS 


Sticky eye. This term is applied to simple con- 
junctivitis with infection of the conjunctiva and 
purulent discharge sufficient to mat the lashes and 
render the eye “sticky.” The common offending or- 
ganism was found to be the hemolytic Staphylococ- 
cus aureus. Dust seems to be an aggravating factor. 
Many cases of “silver nitrate reactions” were truly 
bacterial, the temporarily lowered resistance of the 
conjunctiva by the chemical allowing the infecting 
organism to become established. 

Pustular rash. This is caused by the Staphylococ- 
cus pyogenes, and somewhat resembles impetigo. 
The first lesions are blisters with surrounding erythe- 
matous areas. They occur most frequently behind 
the ears, around the neck and eyelids, and in the 
axillae; spread follows in a few hours. The maximum 
incidence is on the fourth and fifth neonatal day. 
Less commonly a less diffuse form occurs at the end 
of the first week. This is often preceded by “prickly 
heat” and occurs around the umbilicus, inner aspects 
of the thighs, and on the buttocks. Overcrowding 
predisposes to pustular infections. 

Thrush. ‘White mouth” or “milky mouth” is due 
to the Monilia albicans, a spore-bearer and a com- 
mon invader of the vaginal mucous membrane in the 
pregnant woman and therefore an ever-present risk 
to the baby in a maternity hospital. The mouth 
lesions are white patches, at first white and discrete, 
later grayish and confluent. They are wiped off with 
difficulty and leave an abraded surface. Lowered 
resistance is of importance in initiating the infection. 
Thrush is a serious threat to life in premature and 
sickly babies since esophagitis, enteritis, and gener- 
alized monilial infection may occur. There were no 
cases of “thrush buttocks.” Incidentally, several 
cases of monilial infection of cracked nipples were 
observed. 

Umbilical infection. Great difficulty was en- 
countered in assessing umbilical infection. For in- 
vestigative purposes an infected cord was any 
offensive cord, any umbilicus with local inflammatory 
reaction, or any case in which the baby’s general 
condition was suggestive of infection and a pathogen 
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was recovered from the umbilicus without any other 
apparent cause of infection. Most of the cases seen 
fitted into the category of purulent omphalitis, with 
or without umbilical granulomas. Cultures usually 
yielded the Bacillus coli communis, the Proteus vul- 
garis, or the Bacillus pyocyaneus. With the hemoly- 
tic Staphylococcus aureus, more general than local 
reaction was observed. Jaundiced babies should al- 
ways be checked for evidence of umbilical infection. 

Respiratory and miscellaneous infections. Purulent 
rhinitis and gastroenteritis were rare. The differen- 
tial diagnosis of atelectasis from pneumonia was 
difficult. 


FACTORS INFLUENCING INFECTION 


It is evident that the dose and virulence of the 
organism received are important factors. Some 
organisms are penicillin resistant, a fact often for- 
gotten by the clinician. The resistance of the pa- 
tient can be assessed only in indefinite terms, but it 
would seem fairly certain that complicated labor, 
prematurity, and artificial feeding (rather than 
breast feeding) seem to predispose toward infections 
of the newborn. Babies with little or no vernix, dry 
and peeling skin, or prickly heat are more liable to 
pustular rashes. WarreEN R. Lane, M.D. 


MISCELLANEOUS 


Suprarenal Hemorrhage and Necrosis in Pregnancye 
MarcarRET D. Crawrorpb. J. Path. Bact., Lond., 
1951, 63: 365. 

Fourteen cases are described in which the supra- 
renal glands reveal hemorrhage, necrosis, or both. 

The lesions varied from small hemorrhagic lesions 


, up to massive hemorrhage with rupture of the organ, 


and from small areas of necrosis up to almost com- 
plete destruction of the glands. It was suggested 
that although the actual cause of the condition was 
not known, it apparently was related to toxemia, in- 
fection, and intravenous infusions, including blood. 
Clinically, the patients developed back pain with 
vomiting in the absence of any abdominal rigidity. 
If they survive the immediate insult, they may go on 
and present a syndrome similar to that of Addison’s 
disease. James F. DonneELty, M.D. 


Placental Studies in Hemolytic Disease of the New- 
born (Aspetti della placenta nella malattia emolitica 
del neonato). Mario REPETTI and GIUSEPPE 
PEescEetTo. Minerva gin., Tor., 1951, 3: 383. 

The authors attempted to answer certain ques- 
tions pertaining to the placental metabolism in 
erythroblastosis fetalis. Three placentas from Rh- 
negative mothers, whose infants had various degrees 
of erythroblastosis, were studied histologically by 
means of special staining techniques which are de- 
scribed in detail. 

The observations revealed a considerable decrease 
of ribonucleic acid and almost complete absence of 
glycogen, mucoprotein, and doubly refractive lipoids, 
while the acid and alkaline phosphatase was markedly 
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increased. The mucopolysaccharides were not af- 
fected. 

The morphologic distribution of these histochemi- 
cal changes is described. It appears that the same 
changes, but in a much lesser degree, are also charac- 
teristic of the aging of the placenta. 

HERBERT TEICHNER, M.D. 


The Incidence of Small and Premature Infants 
During the War and Postwar Period (Sulla 
frequenza degli immaturi e prematuri nel periodo 
bellico e post-bellico). E. FERRARIO. Q. clin. ostet. 
gin., 1951, 6: 391. 

A statistical analysis of 9,441 live births which oc- 
curred at the Maternity Hospital of Novara, Italy, 
between 1930 and 1949, confirmed the known fact 
that the weight of newborn infants tends to be lower 
during war years. The greater incidence of these in- 
fants below average in weight was due mainly to the 
relatively larger number of infants weighing from 
2,000 to 2,500 gm., while the percentage of infants 
weighing less than 2,000 gm. remained almost con- 
stant. At the same time there was a decrease in the 
number of infants with the optimum birth weight of 
from 3,000 to 4,000 gm. and of those weighing more 
than 4,000 gm. This trend has continued in the post- 
war quinquennium. 

The tabulation of sex distribution reveals a higher 
incidence of females in the weight group between 
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‘per cent’ | percent | per cent’| percent 
1,000 to 1,500 gm. I.t 1.0 1.2 1.4 
1,500 to 2,000 gm. 2.3 2.4 2.6 2.5 
2,000 to 2,500 gm. 2.8 6.3 7.8 8.5 

















1,500 and 3,000 gm., with a ratio of almost 6 to 4 
males, while in the weight group of above 3,000 gm. 
the ratio is in favor of the males. 

The incidence of stillbirths and neonatal mortality 
could not be accurately evaluated because of the pre- 
vailing local registration procedure. However, it ap- 
pears that the incidence of premature births has been 
lowered during the same period, an observation 
which has also been made elsewhere. 

A wealth of statistical information is presented in 
the attempt to evaluate such factors as age and par- 
ity, marital status, intercurrent diseases, toxemias, 
obstetric complications, type of work and working 
conditions of the mother, antepartum rest and hos- 


-pitalization, and seasonal variations. 


On the basis of this analysis it is postulated that 
the relative numerical increase of small-sized new- 
born infants, which appears to continue in the post- 
war period, is due to the profound exhaustion of the 
maternal health reserve caused by inadequate nutri- 
tion during the war years. 

HERBERT TEICHNER, M.D. 














ADRENAL, KIDNEY, AND URETER 


The Diagnosis and Management of Tumors of the 
Adrenal Gland. K. S. Grimson, J. R. EMtet, and 
E. C. HAMBLEN. Ann. Surg., 1951, 134: 451. 


The authors report their conclusions regarding 
tumors of the adrenal gland which are based upon 
17 operations. There were 5 pheochromocytomas, 
2 benign cortical adenomas, 2 malignant cortical 
tumors, 2 cortical hyperplasias, and 6 cases rep- 
resented hyperfunction or dysfunction of the cortex 
without enlargement of the adrenal glands. The 
authors describe a new surgical technique which 
involves bilateral transthoracic and transdiaphrag- 
matic exposure of the adrenal glands. 

Two drugs, benodaine and regitine ((C-7337, 2[N, 
p-tolyl-N(m-hydroxypheny])-aminoethy]]-imidazo- 
line hydrochloride)), have been employed to elicit 
a characteristic decrease of the blood pressure in 
the studies of the pheochromocytomas. Benodaine 
often produces fluctuations of the pressure and un- 
comfortable side effects, such as headache, whereas 
the intramuscular administration of 5 mgm. of regi- 
tine is rarely associated with these reactions. The 
reduction of blood pressure in hypertensive patients 
with pheochromocytoma usually lasts about 20 
minutes following the use of benodaine and usually 
persists an hour or longer after use of regitine. 

The authors observe that removal of part or all 
of one adrenal gland in patients with hyperplasia 
or hyperfunction has not effected noticeable im- 
provement, and removal of the major parts of each 
adrenal gland or of all of one gland and part of the 
other has effected either temporary or no appreci- 
able improvement, or it has caused death from 
adrenal insufficiency. Davi RosENBLOoM, M.D. 


Dissolution of Urinary Calculi: Experiments with 
Ethylene Diamine Tetra-Acetic Acid, with and 
without a “Wetting Agent.’’ Howarp I. Susy, 
FULLER ALBRIGHT, JANE WAYNE, and ELEANOR 
Dempsey. J. Urol., Balt., 1951, 66: 527. 


Because previous studies had shown that the 
ability of ‘a solution to demineralize rabbit’s teeth 
parallels its ‘ability to dissolve calcium phosphate 
stones, both crude and recrystallized sequestrine 
(ethylene diamine tetra-acetic acid) were used in 
I, 2, and 3 per cent solutions and their effect on 
rabbit’s teeth and on rabbit’s bladders was noted. 

No marked difference was observed between 
crude and recrystallized sequestrine. There was in- 
creasing demineralization of the teeth with the 
increasing concentration of sequestrine. The 3 per 
cent solution was more irritating to the bladders 
than the 1 per cent solution, but in no case did the 
irritation approach that noted with calgon. 

When a “‘wetting agent” was added to the seques- 
trine solutions in the hope of altering the surface 
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tension, there appeared to be no significant in- 
crease in the effectiveness of the sequestrine, but the 
authors are convinced that the potentialities of this 
variation should be explored further. 

A 2 per cent solution of sequestrine also proved to 
be efficacious (in vitro) in dissolving calcium oxalate 
stones. Sequestrine also slowly dissolved uric acid 
stones, but the same results were obtained with a 
water solution of phosphate at a px of 7.0. 

Ormonp S. Cup, M.D. 


Treatment of Acute Kidney Diseases Accompanied 
by Anuria (Zur Behandlung der akuten, mit Harns- 
perre einhergehenden Nierenkrankheiten). Mav- 
RICE DERoT and Marcet Lecrain. Med. Welt, 
IQ5I, 20: 1123. 

The authors, of the Hétel-Dieu Hospital in Paris, 
France, present a brief review of therapeutic proce- 
dures indicated in acute tubular nephroses with 
anuria. Treatment of glomerulonephritis is not dis- 
cussed in this article. 

The causes of the condition include acute poison- 
ing by mercury, lead, and carbon tetrachloride, in- 
fections with clostridium perfringens, postabortion 
infection, Weil’s disease, and the crush syndrome. 
The main symptom is complete anuria which may 
last 12 or 13 days. Thereafter, diuresis starts to 
reach over 1,000 c.c. by the fifteenth or sixteenth 
day. An especially critical phase is the period from 
the twelfth to the sixteenth day because of the 
danger of cardiovascular, nervous, and hemorrhagic 
complications. 

Causal treatment against the infectious or toxic 
agents has made great progress during recent years 
by the development of the antibiotics and by the use 
of BAL against mercury and arsenic poisoning. 

Exchange blood transfusions are very effective 
against the hemolytic anemia which often compli- 
cates the clinical picture. They should be used when 
the erythrocyte count drops to 2.5 million. 

Parenteral fluids and sodium chloride should be 
used judiciously because of the danger of acute 
lung edema. Acute collapse of the circulatory sys- 
tem often occurs quite suddenly without any pre- 
monitory symptoms and should be prevented by 
small doses of digitalis and analeptics like coramine. 

To prevent the frequent disturbances of the clot- 
ting mechanism, rutin, vitamin K, concentrated 
liver extract, and blood transfusions are indicated. 

To combat the azotemia a low protein and high 
carbohydrate and fat diet is essential. If the patient 
is unable to eat, the authors feed him by means of 
the duodenal tube. Treatment with high doses of 
testosterone has been suggested to counteract the 
overproduction of 11-oxysteroids. 

The amount and kind of parenteral fluids depend 
on several factors, especially complicating diarrhea, 
vomiting, and hyperhidrosis. Provided that such 
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complications are absent, 1,000 to 1,500 c.c. of 
water and 1 to 2 gm. of sodium chloride should be 
given daily during the anuria phase. As-soon as 
diuresis sets in, the amount is increased considerably. 
Sodium bicarbonate should be added to replace the 
lost alkali reserve. 

Various therapeutic procedures have been used to 
break the anuria and to start diuresis: lumbar punc- 
ture, ureteral catheterism, so-called washing of the 
kidney pelvis, and intravenous administration of 
novocain. The authors saw little success from any of 
these methods. Decapsulation should be dis- 
couraged. 

Several important methods have been developed 
in recent years; they are intended for removal of 
urea and other end products of metabolism from the 
circulating blood in anuric conditions. These in- 
clude exchange blood transfusion, peritoneal dialy- 
sis, intestinal dialysis, and use of the artificial kid- 
ney. In exchange transfusion a plastic catheter is 
introduced through the saphenous vein into the 
inferior vena cava to drain the blood, and at the 
same time fresh citrated blood is injected in the 
jugular vein. From 6 to 7 liters of blood are required 
for this intervention. This method counteracts the 
anemia and is especially effective in the hemorrhagic 
syndrome. At the same time, from 20 to 25 gm. of 
urea are removed by a single exchange transfusion. 

In peritoneal dialysis, two plastic catheters are in- 
serted right and left in the peritoneal cavity, and the 
peritoneal space is washed for a period of from 12 to 
15 hours with the perfusion solution of Abbot and 
Shea at a rate of 2 to 24 liters per hour. From 50 to 
60 gm. of urea are removed from the circulation by 
this method. 

In intestinal dialysis the perfusion solution runs 
via a duodenal tube through the intestine and is 
drained by a rectal tube. Considerable amounts of 
urea can be removed by this simpler method. 

The artificial kidney is quite effective also, but 
not infrequently shock occurs in this procedure and 
high doses of heparin are necessary. 

The writers prefer the combined application of 
exchange transfusion and peritoneal dialysis. The 
indication is given when the blood urea level reaches 
4 per cent or when clinical symptoms of uremia 
appear. The 2 methods are used alternately until 
diuresis sets in. WERNER M. Sotmitz, M.D. 


Modern Views on the Morbid Pathology of the 
Polycystic Kidney (Attualita’ anatomo-patolo- 
giche del rene policistico). Marto Raso. Urologia, 
Treviso, 1951, 18: 106. 

The author refers to the cases of polycystic kidney 
observed in the Museums of Naples, Padova, and 
Parma, and to ro cases in which autopsies were per- 
formed by himself. The disease is not of frequent 
occurrence; Guizzetti found 7 cases among 24,000 
autopsies and Bell found 30 cases among 17,884 
autopsies. 

The cavities vary in size, from that of the head 
of a pin to the size of a large walnut, and the shapes of 
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the cysts differ according to their position within the 
kidney. The superficial cysts are round and the deep 
cysts are oval. They are filled with a watery, viscous 
gelatinous fluid, usually yellow but sometimes dark 
brown because of hemorrhages from capillaries. The 
physical characteristics of this fluid are those of 
urine; albumin is always present. 

Usually, the kidney is enlarged, but sometimes it 
may be smaller than the normal kidney. The inci- 
dence of the disease is the same in both sexes; it is 
usually bilateral, but cases of kidneys only partially 
polycystic have been described. Voth has recently 
described a case of microcystic kidney in which the 
likeness to a thyroid is very great; at gross examina- 
tion the cysts almost were not seen. 

Usually the pelvis appears narrowed by the cysts, 
and in the newborn it is sometimes difficult to make 
the differential diagnosis from congenital hydrone- 
phrosis. Cases of polycystic kidney associated with 
hydronephrosis have been described in the litera- 
ture. In adult patients the ureters usually do not 
show any alteration, but in the newborn the atresia 
of the ureters may be associated with the polycystic 
kidney. 

The polycystic kidney may be associated with 
other malformations, and the most common of these 
is the polycystic liver. Histologically, the cysts are 
lined with epithelium; the cysts which have been 
described as lined by endothelium are not true poly- 
cystic kidneys, but different diseases of vascular 
origin, such as Lindau’s disease. The cysts may have 
different aspects, and the author follows Lambert’s 
classification, i.e., (a) glomerular cysts, (b) tubular 
cysts, (c) excretory cysts, and (d) aglomerular, not 
excretory, cysts. The characteristic features of each 
one are described. 

The blood vessels are usually normal, but cases 
have been described in which the arteries and 
arterioles showed the thickening usually seen in pa- 
tients with hypertension. 

The etiology is unknown, but heredity seems to 
play a certain role; many authors have actually de- 
scribed the disease as a familial disease and it is 
common to find various cases in the same family. 
The pathogenesis is also unknown but the three most 
accredited theories are: (1) the inflammatory 
hypothesis, (2) the neoplastic hypothesis, and (3) 
pure malformation. This last hypothesis seems to be 
the most largely accepted. 

The association of polycystic kidneys and tuber- 
culosis is not uncommon, and has been seen in chil- 
dren and in adults as well. In these cases the disease 
is usually bilateral, but a few cases have been de- 
scribed in which the condition was unilateral, and in 
which complete recovery has followed the nephrec- 
tomy. The author is in agreement with the belief 
that the tuberculosis is secondary in a polycystic 
kidney, and not vice versa. 

Cases of polycystic kidney associated with malig- 
nant tumor of the same kidney have also been de- 
scribed, and it is difficult to establish which disease is 
the first to appear. The supporters of the neoplastic 




















origin of the polycystic kidney find encouragement 
in these cases, but the author does not favor this 
hypothesis. 

Another interesting point is the medicolegal 
aspect of those cases in which trauma causes the 
rupture of a polycystic kidney, and sometimes death 
of the patient. Enzo Kraut, M.D. 


Squamous-Celled Carcinoma in the Pelvis of a 
Gigantic, Calculous Hydropyonephrotic Kid- 
ney (Carcinoma a cellule squamose della pelvi in 
idropionefrosi gigante calcolosa). A. BONANOME. 
Arch. ital. chir., 1951, 74: 237. 


The patient in the case presented was a 58-year- 
old man, who at an early age developed a painful 
deformity of the left hip joint and left half of the 
pelvis. At the age of 12 years he began to complain 
of violent crises of pain localized to the left lumbar 
region and left hypochondrium and with a strong 
tendency to radiate toward the stomach. The crises 
were at times accompanied by vomiting and by 
vague, diffuse abdominal pains followed by diarrhea. 
These pains lasted from a few hours to a few days 
and were repeated every 2 or 3 months. These at- 
tacks recurred at intervals until the patient was 37 
years of age, but there was no urinary disturbance, 
hematuria, or fever. Febrile attacks began when the 
patient was 51 years old, and at this time an orange- 
sized tumor was palpable in the left hypochondrium. 

When the patient was 58 years old general discom- 
fort, asthenia, emaciation, anorexia, a sense ef full- 
ness in the abdomen, marked constipation, and ac- 
centuation of the pain in the left lumbar region were 
noted. The pain became intolerable and continuous 
with crises of acuteness, especially at night. There 
were moderate rises in the evening temperature and 
emission of a mildly turbid, slightly reddish-colored 
urine. 

In addition to the hip and pelvic condition, roent- 
genologic examination disclosed a voluminous tume- 
faction occupying the whole left side of the abdomen, 
even displacing the right ureter laterally and extend- 
ing up under the left costal arch. In the midst of this 
tumefaction was visible the walnut-sized shadow of a 
calculus. At operation a huge hydropyonephrotic 
left kidney was removed. The kidney specimen was 
composed of multiple hydronephrotic sacculations 
containing a sanguinopurulent liquid. The calculus 
was located near the superior ureteral aperture. The 
infundibular portion of the renal pelvis was occupied 
by a firm, irregular tumor growth, of sessile charac- 
ter, with a surface of alternating areas of granulation 
tissue and smooth cornified epithelium. 

Histologic examination disclosed papular nodules, 
composed of tissue in concentric arrangement, dif- 
fusely staining with eosin, and affording, in places, a 
positive reaction for cheratohyalin. The staining 
was so poor as to render the diagnosis difficult; how- 
ever, at one place near the surface (including the 
mucosa) the nuclear elements were better preserved 
and the concentric lamellation was better differenti- 
ated. The diagnosis was squamous-celled cancer. 
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It is probable that the painful crises complained of 
by the patient, lasting from his twelfth to his thirty- 
seventh year of age, were caused by the development 
of the hydronephrosis, due to the presence of the 
calculus or a congenital factor. In this last con- 
tingency the calculus may have been secondary to 
the hydronephrotic condition. The relative well-be- 
ing of the patient from his thirty-seventh to his fifty- 
first year might have been due to functional exclu- 
sion of the kidney by the hydronephrosis. The de- 
velopment of pyelonephritis then led to the accentu- 
ation of the symptoms after the fifty-first year. The 
neoplasm must have begun silently and produced 
symptoms only after the involvement of the para- 
aortic lymph glands. 

Of course, these suggestions are only hypotheses; 
however, it can be seen that the succession of events 
might have some bearing on the cause of the tumor 
itself. If the tumor arose in a congenitally hydro- 
nephrotic kidney and the calculus was a secondary 
development, it would favor the “‘cell nest” theory of 
Linbeck and Bruns, instead of the inflammatory epi- 
thelial transformation theories suggested by many 
workers and emphasized recently by Ragins and Rol- 
nick (J. Urol., 1950, 63: 66). 

The greatest interest in the case derives from the 
fact that the symptoms produced by the pelvic de- 
formity confused the clinical picture for many years, 
masking the development of the hydronephrosis. 
Joun W. BRENNAN, M.D. 


BLADDER, URETHRA, AND PENIS 


Statistical Review and Analysis of Results in 
Transurethral Resection of the Cord Bladder 
(Revision estadistica y analisis de los resultados de 
la reseccion trans-eretral en los casos de vejiga 
medular). JoHn L. Emmett, Donatp D. ALBERS, 
and Jose DE Jests ALVAREZ IERENA. Rev. urol., 
MEx., 1951, 9: 55. 

The authors attempt to establish a prognostic 
basis for selecting patients afflicted with cord blad- 
der for transurethral resection of the vesical neck. 
Omitted from their study of 143 patients were 
those with neurogenic bladder dysfunction due to 
tabes dorsalis, tabes diabetica, sigmoidectomy and 
proctectomy, myelodysplasia, and spina bifida of 
children. 

It included patients with traumatic cord in- 
juries, inflammatory processes, neoplasms, post- 
operative complications, postspinal anesthesia com- 
plications, multiple sclerosis, combined sclerosis, 
degenerative lesions of the cord, arachnoiditis, 
amyotrophic lateral sclerosis, and Parkinson’s 
disease. 

- For the most part, the authors advise conserva- 

tive medical management of the cord bladder for 

a period of several months to a year, permitting 

spontaneous recuperation of vesical function to 

some extent. Exception is made in the cases of 
cord bladder that are due to surgical trauma or to 
complications of postspinal anesthesia, in which 
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transurethral vesical neck resection can be done 
while the patient is convalescing in the hospital. 
The level of the spinal cord lesion appears.to have 
little or no influence on the type of bladder dys- 
function, or on the prognosis of the resection. 

Generally speaking, the best results were ob- 
tained, as expected, with partial or incomplete 
transverse spinal cord lesions; the poorest results 
were obtained in patients with complete transverse 
lesions of the cord. The higher the lesion, however, 
the greater the tendency to complete transverse 
involvement of the cord. 

The authors acknowledge that there is no ade- 
quate classification of the diverse types of neuro- 
genic bladder dysfunction, and while they attempt 
a classification of six types, such as (a) automatic 
bladder with reflex action, (b) frequent involun- 
tary emissions with variable quantities of urine at 
irregular intervals, (c) stress incontinence and pre- 
cipitate micturition, (d) distended bladder with 
urination on effort, (e) symptoms of vesical neck 
obstruction, (f) total retention with painful blad- 
der, no voluntary nor involuntary emission, it is 
well known that these types can merge into various 
combinations, that residual urine can reach con- 
siderable levels in these cases, and that strict eval- 
uation of prognostic outcome cannot be deducted. 
Cystometry was found to be of no value. 

In incomplete transverse lesions, 80 per cent of 
the patients obtained results that were classified 
as excellent; 11 per cent obtained improvement. 
In complete transverse lesions, the results were ex- 
cellent in 37 per cent of patients; improvement was 
obtained in 31 per cent. The improvement was 
least in the truly automatic bladders. 

The degenerative neurologic lesions, such as 
amyotrophic lateral sclerosis, Parkinsonism, etc., 
yielded fairly good results. The immediate and 
subsequent postoperative improvement maintains 
a high degree of satisfactory stability. 

MIGUEL Drosinsky, M.D. 


The Use of the Cystogram and Urethrogram in the 
Diagnosis and Management of Rupture of the 
Urethra and Bladder. Jarratt P. ROBERTSON 
and JAMES W. HEApstREAM. South. M. J., 1951, 
44: 895. 

The authors state that the cystogram and urethro- 
gram as diagnostic aids in the diagnosis of rupture 
of the lower urinary tract are the safest, most easily 
employed, and most accurate of all the diagnostic 
procedures utilized in this complication. Twelve 
cases of rupture of the lower urinary tract are pre- 
sented. In 1 case, rupture was instrumental, in 3 
cases, operative, in 6 traumatic, and in 2 cases the 
rupture resulted from gunshot wounds. 

Retrograde cystograms should be made in all sus- 
pected cases of rupture of the lower urinary tract. 
By this means, the rupture can be located with a 
minimum of trauma and risk. 

During transurethral instrumentation or resec- 
tion of the prostate, sudden pain of unexplained 
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origin in the lower abdomen which persists after 
emptying the bladder is indicative of rupture with 
extravasation. Treatment should consist of supra- 
pubic cystostomy, exploration of the peritoneal cav- 
ity, and adequate drainage of the perivesical tissues 
when indicated, with closure of the perforation if 
possible. In complete division of the posterior ure- 
thra, suprapubic drainage should be instituted along 
with an indwelling urethral catheter with a bag to 
maintain light traction to bring the severed urethral 
ends together. The authors advocate retaining the 
indwelling catheter for 6 to 10 weeks to prevent 
stricture formation. 
No deaths occurred in any of these 12 cases. 
Davip RosENBLOoM, M.D. 


A Case of Cavernous Hemangioma of the Bladder. 
E. W. Ricues. Brit. J. Urol., 1951, 23: 204. 


The authors report what they believe to be the 
forty-third published case of cavernous hemangioma 
of the bladder. This is a congenital condition and 
must be kept in mind when a child suffering with 
hematuria is examined. The growth is slow, affect- 
ing the dome of the bladder rather than the base in 
the majority of cases. Cystoscopically it may re- 
semble an iceberg with its major bulk hidden. Ex- 
tensive penetration of the perivesical tissues and 
rectum may be possible. Fatal bleeding may occur. 

Extension into the muscle planes makes treatment 
by cystodiathermy hazardous. In all but the 
smallest tumors, partial cystectomy is the method 
of choice. Many workers, however, have success- 
fully destroyed small recurrences by fulguration. 

The case presented was that of a 94-year-old boy 
admitted with painless hematuria. From the age of 
4 to 7% there were several episodes of bladder bleed- 
ing which were controlled by cystodiathermy. Prior 
to admission there had been no bleeding for 2 years. 
On cystoscopy bleeding was continuous. A raised 
red area was found to the left of the air bubble con- 
tinuing down the left lateral wall to the region of the 
left ureteral orifice. It was not possible to check the 
surface ooze and open surgery became unavoidable. 
At operation a 2)% inch by 2 inch tumor, raised 1 
inch above the surface, lobulated, and with a tongue- 
like projection extending down the left wall, was 
found. The mass was removed by partial cystectomy 
which included an adherent peritoneal patch. On 
section a cavernous hemangioma infiltrating among 
bands of muscle was reported. 

Re-examination in 1 year showed a bladder capac- 
ity of ro ounces and no recurrence. 

ALLAN K. Swersie, M.D. 


GENITAL ORGANS 


Extirpation of Prostatic Ademonas by a Cystocervi- 
coretropubic Method (Extirpaci6n de adenomas 
de la préstata por la via cistocervico retropdbica). 
Cir. cirujan., Mex., 1951, 19: 329. 


This article deals with the operation of prosta- 
tectomy in which a modification of the combined 















methods of Millin, Freyer, and Fuller is employed. 
A Pfannenstiel incision is used and the overlying 
tissues are separated in the usual manner. The 
bladder is then retracted and the anterior capsule 
of the prostate is incised a centimeter below the 
neck of the bladder. The incision is made in a 
semicircular manner, and traumatization as well 
as bleeding is reduced to a minimum. The section 
is limited to the neck and capsule portion of the 
gland. When the bladder is open it is possible to 
inspect for other pathologic processes. The lobes 
of the prostate are then removed in order, enu- 
cleation being facilitated by traction on a catgut 
guy suture. The bleeding points may be arrested 
by catgut ligature. The operation is concluded by 
closure of the incisional defect and the insertion 
of a Foley catheter. Postoperative care is usually 
smooth and the hazard of fistulous formation is 
remote. Subsequent soundings are unnecessary. 

STEPHEN A. ZrEMAN, M.D. 


Malignant Transformation Following Orchido- 
cleisis. D.W. Tuomas. Brit.J.Urol., 1951, 23: 260. 


In surgical management of testicular nondescent, 
some form of orchidopexy is ideal. When this pro- 
cedure is not permissible, all authorities agree that 
orchidectomy (especially when the second testis is 
healthy) is the only safe alternative. The operation 
of orchidocleisis (abdominal reposition) is strongly 
condemned. Valuable evidence has been presented 
in the literature, proving the special predisposition 
of the ectopic testis, in particular the abdominal 
organ, to undergo malignant change. A case report 
of a seminoma arising in an abdominal testis follow- 
ing orchidocleisis is presented. 

A man, 38 years of age, was operated upon in 1942 
for the repair of a right inguinal hernia. At the same 
time the right undescended testis was placed in the 
abdomen. In 1948 the patient was readmitted with 
a 2-month history of dull ache in the right side. A 
fairly hard, nontender swelling was present in the 
right iliac fossa. At operation a malignant testis the 
size of a fetal head and filling the right iliac fossa 
was removed together with the neighboring lymph 
glands. The pathological report showed a seminoma 
of the testis. A postoperative course of deep x-ray 
therapy was administered. Three years later the 
patient was apparently in good health with no evi- 
dence of metastases or recurrence. 

ALLAN K. Swersie, M.D. 


MISCELLANEOUS 


Congenital Rectourethral Fistulas (Fistulas recto- 
urethrales congénitas). Luis CIFUENTES DELATTE 
and Icnacio ALBALA. Arch. espan. urol., 1951, 7: 
Io. 


Two cases of congenital rectourethral fistula are 
reported. 

The first case was that of a 20 year old male who 
was born with imperforate anus. This was oper- 
atively corrected a few hours after birth. The pa- 


GENITOURINARY SURGERY 





271 





tient had become adapted to his abnormality so 
that frequently, when desiring to urinate, he was 
able to satisfy his desire by urinating internally. 
At times this occurred unconsciously on the part 
of the patient, the voluntary sphincter of the 
urethra remaining contracted and the internal 
sphincter relaxing, the contractile force of the 
bladder then forcing the urine through the fistula 
into the rectum. The urine would then be elim- 
inated later through the anus. 

At other times in this patient, the gases of the 
rectum would pass by way of the fistula into the 
bladder with subsequent manifestations peculiar 
to pneumaturia. The vesical opening of the fistula 
could be seen only with the MacCarthy panendo- 
scope; however, the trajectory of the fistula could 
be visualized by means of urethroscopy and the 
rectal aperture could be palpated per rectum. 

After preparation with sulfathalidine, the fis- 
tulous tract was approached by perineotomy, the 
short trajectory was separated, and both of the 
resulting apertures (urethral and rectal) were sewn 
over with No. o catgut; the urethral aperture was 
closed over a permanent urethral sound which 
was then left in place for a period of 10 days after 
the operation. Muscular fibers of the levator ani 
muscle were interposed between the two sutured 
apertures. Drains were dispensed with. 

The second case was that of a 6 year old male 
child who was born with imperforate anus. This 
abnormality was operated on the day of his birth 
and the infant had thereafter suffered from in- 
continence of feces. A year before entering the 
clinic the child had been operated upon success- 
fully, with the formation of an artificial anal 
sphincter. 

The diagnostic procedures were much the same 
as in the first case, and the operation was per- 
formed in the same manner. A polivinyl No. 12 
tube was introduced into the urethra, the fistula 
(extremely short) was approached through a peri- 
neotomy incision, the rectum and urethra sepa- 
rated, the apertures sutured, the levator ani inter- 
posed, and the tubes left in place as a continuous 
drainage for the usual 1o days. No drainage or 
packing of any sort was used. The operation was 
a complete success. 

In neither of the instances reported was a cyst- 
ostomy or a colostomy performed. This method 
of operation was certainly very simple and satis- 
factory. In a way, it is analogous to that of C. R. 
Davis (J. Urol., 1934, 31: 833), who used only 
the in-lying catheter for drainage, and prepared 
the intestines with sulfathalidine, although he used 
a different technique for the operation itself. 

Joun W. BRENNAN, M.D. 


Vesicovaginal Fistula from the Standpoint of the 
Urologist. Vincent J. O’Conor and J. KENNETH 
Soxo.. J. Urol., Balt., 1951, 66: 579. 


Since selection of the proper method of treatment 
for vesicovaginal fistula often requires combined 
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urologic and gynecologic judgment, the authors 
stress the importance of wholesome teamwork. 

Careful and complete urologic investigation 
should precede any operation as multiple defects 
and concomitant ureterovaginal fistulas may be 
overlooked. 

Adequate urologic appraisal should include cysto- 
scopic examination, excretory urography, ureteral 
catheterization, and, frequently, retrograde pyelog- 
raphy. Indigo carmine and methylene blue may be 
invaluable for locating elusive fistulas. It is also 
imperative to evaluate any associated stress incon- 
tinence. This can be treated simultaneously if the 
proper type of operation is employed. 

The possible procedures which may correct vesi- 
covaginal fistulas are enumerated and illustrated by 
brief case reports. 

Two fistulas closed spontaneously after antiluetic 
therapy. 

Postural drainage through an indwelling urethral 
catheter after electrocoagulation of the fistulous 
tract proved to be effective in 12 carefully selected 
cases. 
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Twenty patients were cured with vaginal pro- 
cedures. In recent years the authors referred candi- 
dates for this type of repair to their gynecologic 
colleagues because of their more frequent use of 
female perineal techniques. 

No attempt is made to review all of the many 
types of suprapubic operations for such fistulas, but 
a method which utilizes wide separation and bisec- 
tion of the bladder wall is described and illustrated 
by appropriate drawings. Eleven case summaries 
are included, which indicated the efficacy of this 
technique when other operations had failed. 

Ureterosigmoidostomy and cutaneous ureteros- 
tomy were employed as palliative measures in a few 
instances—usually patients with advanced carci- 
noma. 

Some consideration is given to the indications 
and contraindications for each of these methods, 
and special emphasis is given to the importance of 
antisepsis, acidulation of the urine, and the protec- 
tion of the upper urinary tract during any type of 
treatment of vesicovaginal fistula. 

Ormonp S. Cutp, M.D. 























CONDITIONS OF THE BONES, JOINTS, 
MUSCLES, TENDONS, ETC. 


Chondrosarcoma of the Ilium Complicating Hered- 
itary Multiple Exostoses. R. S. Monro and 
J.S.R. Goxtpinc. Brit. J. Surg., 1951, 39: 73. 


The case reported is that of a chondrosarcoma of 
an ilium on which exostoses were simultaneously 
demonstrable. Jaffe, in 1943, estimated that the in- 
cidence of sarcoma complicating multiple exostoses 
is more than ro per cent. 

The first sign of bone disturbance in this patient 
(male) appeared at the age of 6 years, when a swell- 
ing appeared at the proximal end of the right 
humerus. Numerous other swellings became ap- 
parent during his youth, particularly in the neigh- 
borhood of the knee joint, but all of these exostoses 
ceased to grow at about the age of 22 years. For 
the ensuing 23 years, or until he reached the age of 
45, there was no further change. At the age of 45, 
however, he noticed a large swelling of the left hip, 
and a diagnosis of simple chondroma was made. 
Another 3 years elapsed before local excision of the 
tumor (now weighing 84 pounds) was carried out. 
Over a period of 5 or 6 years, 6 local tumor excisions 
were performed, but without excess. Finally, 9 
years after the original appearance of the. pelvic 
tumor, radical hindquarter amputation was carried 
out. 

With the aid of adequate blood replacement and 
improved hemotherapeutic agents, the mortality 
rate of such an operation has now become less than 
I5 per cent. The inadequacy of local enucleation in 
the treatment of chondrosarcoma should encourage 
wider adoption of the hindquarter amputation in 
the treatment of such tumors. 

KENNETH E. SHERMAN, M.D. 


The Relapsed Clubfoot. A. T. Fripp. Proc. R. Soc. 
M. Lond., 1951, 44: 873. 


Three approaches in the treatment of the relapsed 
club foot were discussed. 

There is a close analogy between congenital dislo- 
cation of the hip and the dislocation of the head of 
the talus out of its acetabulum, with the scaphoid 
lying close to the internal malleolus and firmly held 
there by a thickened fibrous band, Parker’s capsule. 
If a manipulation is to be successful, the head must 
be reduced into the acetabulum, and to achieve this 
in the foot the scaphoid must be moved into its cor- 
rect position; but Parker’s capsule is inelastic, and 
the result is that the position of the scaphoid remains 
unchanged, the internal scaphocuneiform and cuneo- 
metatarsal ligaments, being relatively weak, are 
stretched, and a spurious correction occurs at the 
midtarsal joint. 

Theoretically, it should be possible by removing 
enough bone in the course of a tarsectomy or triple 
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arthrodesis to correct the residual deformity in any 
clubfoot, but in practice it does not work out that 
way and a varus deformity can recur after x-ray 
evidence of sound fusion. 

Of the soft tissue operations, the “‘open correction” 
as described by Brockman is theoretically sound, 
as the division of Parker’s capsule enlarges the 
acetabulum and allows the head of the talus to be 
reduced into it. At the same time the scaphoid is 
brought round from the inner side into its correct 
position. However, there is often some inversion of 
the heel as well, upon which the open correction has 
little effect and the liability to recurrence varies 
directly with the degree of this inversion. 

The other soft tissue operation is the tendon 
transplant of the tibialis anterior to the outer side of 
the foot, which is designed to deal with the muscle 
inbalance due to peroneal weakness. 

Manipulations do not supplant operations when 
they are indicated, but they are applicable to most 
cases. In cases which require operation, manipula- 
tion should be carried out first as it makes operation 
easier and the results more certain. 

The treatment is divided into four phases: (1) cor- 
rection of the varus, (2) correction of the equinus, 
(3) retention in an overcorrected position, and (4) 
follow-up treatment. 

The third stage—retention in the corrected posi- 
tion—is a problem of its own, as irons, night splints, 
shoes, or wedges are quite useless in preventing re- 
lapse. Kite uses a retentive plaster for some months, 
but this prolongs the period of immobilization, and 
in many cases a tendon transplant offers a quicker 
and equally efficient method of retention. Peroneal 
weakness is so often a factor in relapse that a trans- 
plant may well be necessary even after a period of 
retentive plasters. 

The great advantage of this method over the soft 
tissue operation is due to the fact that the latter has 
no appreciable effect on correction of the varus heel. 

A bad equinus is very difficult to deal with. There 
is a disproportion between the tibiofibular mortice 
and the talus, so that if the Achilles tendon is length- 
ened the amount of improvement may be quite 
disappointing. If force is used, the hindfoot remains 
in equinus and the midtarsal joint gives, which 
results in a rocker foot. C. Frep GorrincER, MD. 


Malignant Giant Cell Tumor of Bone. E.S. J. Kinc. 
Austral. N, Zealand J. Surg., 1951, 21: 67. 


While many tumors contain giant cells either of 
the tumor or of the foreign body type, in this article 
the term “giant cell tumor’ is reserved for a tumor 
in which there are a large number of foreign body 
giant cells of the osteoclast type. 

The special features which distinguish benign 
giant cell tumor from other bone tumors are frequent 
localization to the growing ends of the long bones, 
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sharp demarcation from the adjacent shaft, expan- 
sion of the bone, failure to extend beyond the con- 
fines of the bone, and the characteristic roentgeno- 
logical appearance of trabeculation. Histologically, 
the outstanding feature is the large number of 
multinucleated giant cells of the osteoclast type. 

The malignant giant cell tumor differs from the 
benign tumor in the recurrence after treatment to 
which the benign form responds, by invasion of the 
surrounding tissue (sometimes even before inter- 
ference), and later the development of metastases. 
Furthermore, the malignant giant cell tumor may 
arise in places other than the long bones, as the 
spinal vertebral bodies or processes. Tumors in un- 
usual sites, therefore, should be regarded from the 
outset as probably not being benign in type. Tumors 
exhibiting rapid growth and invasion through the 
cortex of the bone at an early stage also suggest 
gross malignancy. 

Difficulty arises in the diagnosis only in those in- 
stances in which there is a close similarity of the 
benign and malignant forms of tumor growth. 

The problem of distinguishing the two forms of 
tumor may occur at any part of the skeleton but is 
usually most difficult in tumors occurring at the 
ends of the long bones. Examination of biopsy 
material shows that the giant cells (the osteoclasts) 
give no indication whatever as to the prognosis of 
the condition. These cells vary in number and in 
form, they may be scarce or they may predominate 
in the sections, and the number of nuclei in a cell may 
be small or large. According to Jaffe, the important 
distinguishing feature is the stroma. The benign 
type of tumor has a pleomorphic stroma showing a 
mixture of various fixed and wandering cells. Ma- 
lignant tumors show the significant feature of neo- 
plasia, namely, a more uniform structure of close 
lineage. The rate of proliferation is usually indicated 
by the discovery of mitotic figures. The difficulties 
of a histological diagnosis are increased by, and as 
the result of, hemorrhage and infection. 

KENNETH E, SHERMAN, M.D. 


SURGERY OF THE BONES, JOINTS, 
MUSCLES, TENDONS, ETC. 


Lumbosacral Arthrodesis by Means of an Ossacryl 
Prosthesis (L’arthrodése lombo-sacrée au moyen 
d’une prothése en ossacryl). ANDRE SILarD. J. 
chir., Par., 1951, 67: 586. 

The ossacry] prosthesis for lumbosacral arthrodesis 

is evident from the appended photograph and has a 

center which is comprised of a single slot; in this slot 

there are what appear to be partitions which are 
merely the ossacryl pegs for fixing the prosthesis in 
place. The pegs are passed more or less transversely 
through perforations in the spinous processes. The 
words ‘‘more or less’”’ are used to mean that the end 
of the peg which traverses the process does not come 
out on top of the other side of the prosthesis but 
passes to the under side. These pegs are passed alter- 
nately, first from one side and then from the other, 
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thus wedging the prosthesis firmly in place. The 
so-called ‘‘3-story” prosthesis is a longer prosthesis 
which is used in those conditions in which the fourth 
lumbar, as well as the fifth lumbar, vertebra must be 
fixed. The 8 cm. screws passing downward and 
laterally into the posterior massive portions of the 
lateral processes of the sacrum are of rustless steel. 
Acrylic screws would not be strong enough. 

The patient is placed on his abdomen on a table 
which can be raised in its midsection. After the 
spines are exposed posteriorly in a thorough manner, 
the fibrous tissues are cleared out of the space be- 
tween the crista sacralis and the spinous process of 
the fifth lumbar vertebra, together with those be- 
tween the proposed two adjacent spinous processes 
above. The processes themselves may be meagerly 
trimmed—with care for the strength of the bony 
processes—if necessary to accomodate the prosthesis. 
At the moment of application the midsection of the 
table is raised to place the spine of the patient in an 
exaggerated kyphosis, so that when the prosthesis is 
properly fixed in place and the normal posture of the 
spine is resumed, the whole prosthesis and spinous 
processes form an immovable unit. 

This technique has been employed by the author 
on 36 patients. Two of the prostheses among the 
first 10 which were tried out were not tolerated; the 
prostheses had to be removed 5 and 6 months later. 
In the rest of the cases the prostheses have remained 
healed in, the longest period for this being 18 months. 
Among these 36 patients there were 24 discopathies 
of the lumbosacral intervertebral disc and among 
these were 16 instances of arthrosis. Of these 16 
arthroses, 3 were simultaneous arthroses of the 
fourth and fifth lumbar vertebrae, and the fifth 
lumbar and the first sacral vertebra. There were 5 
fractures of the isthmus of the transverse process of 
the fifth lumbar vertebra without displacement. 
There were 4 spondylolistheses, 3 involving the fifth 
lumbar, and 1, the fourth lumbar vertebra. 

Of these 36 patients, 27 received ‘‘2-story” pros- 
theses, and 9 received the “3-story” type. The 
latter type was applied in instances of double 
arthrosis, in instances of spondylolisthesis, and in 
cases of certain transitional anomalies of the fifth 
lumbar vertebra. All but 2 of these patients received 
immediate relief from pain. If only those patients 
are evaluated whose postoperative period has been 
more than 6 months, i.e., those followed up for from 
6 to 18 months, the results show 16 with 7 poor results 
(of these, 2 with ablation of the prosthesis), 8 with 
excellent results, and 1 patient with a less excellent 
result, the patient having, nevertheless, procured 
striking amelioration of his symptoms. Of the re- 
maining 20 patients (operated upon less than 6 
months ago), 15 presented excellent results and 5 
failures. By the term “excellent result” the author 
means complete relief of all pain and a return to 
normal physical activity after a period of not more 
than 1 to 3 months. 

By means of superimposed roentgenograms, taken 
in lateral projection, the one in extreme dorsal 




























lordosis and the other in extreme kyphosis, it is 
shown that the lower lumbar vertebrae are actually 
firmly immobilized. 

The advantages of the method are listed as: (1) 
simplicity of technique, (2) no need to procure a 
tibial or ilial graft, (3) no need of the patient to wear 
a cast, corset, or both, (4) early resumption of phys- 
ical activities, and (5) the method is suitable for the 
aged. Another advantage, the sixth, is seen as the 
possibility of facile accomplishment of an unexpect- 
edly necessary arthrodesis. 

The author does not maintain that this is the best 
of all possible prostheses for this purpose, nor, in- 
deed, that acrylic plastic is the best material for such 
a prosthesis. He is merely making a tentative effort 
to develop a method which permits wider application 
of arthrodesis in the treatment of lumbosacralgia and 
lumbosciatalgia without serious immobilization of 
the patient but with fairly reliable results. 

Joun W. BRENNAN, M.D. 


The Use of a Fascial Tube for the Repair of Rupture 
of the Achilles Tendon. Anocn H. Lewert. Bull. 
Hosp. Joint Dis., N. Y., 1951, 12: 80. 


The author described a technique for the repair of 
a i Achilles tendon, using a tubular fascial 
grait. 

Following the exposure of the nodes formed at the 
tendon ends, these masses of tissue are excised to the 
level of normal tendon structure. 

A 7-inch incision is then made over the outer 
aspect of the thigh, and a rectangle of fascia, measur- 
ing 4 by 6 inches, is outlined. 

Silk stay sutures are inserted in the proximal ends 
of the graft, and the rectangle is converted into a 
tube by side-to-side approximation of the 6-inch 
sides with No. oo silk. 

The tube thus formed is then invaginated, the 
gliding surface of the fascia being brought to the 
outside and the sutures being buried in the tendon 
mass. 

A curved incision extending over the lower half of 
the posterior leg was made. 

The fascial tube is then attached to the distal 
stump of the Achilles tendon, drawn up over the 
tendon suture, and pulled up as a sheath over the 
proximal stump. While the sheath is kept in mod- 
erate tension, interrupted mattress sutures are used 
to fix it in place. 

Closure is performed by approximating the sub- 
cutaneous tissue and skin. A plaster of Paris boot 
is applied below the knee. After 3 weeks a walking 
iron is permitted. The plaster boot is removed after 
5 weeks, 

The procedure has resulted in a strong, well func- 
tioning, cosmetically acceptable tendon structure in 
6 instances of old rupture of the Achilles tendon. 

The advantages of the described technique are as 
follows: 

An opportunity is supplied to remove the degener- 
ated avascular tendon tissue, frayed edges, and the 
bulbous ends which occur after chronic healing in 
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Fig. 1 (Lewert). Suturing of the proximal and distal 
stumps and the fascial tube threaded onto the suture. 


these cases. The procedure is designed to by-pass 
the degenerated area with a sheath of strong tissue 
engrafted on normal tendon to replace the involved 
degenerative tissue. The products of proliferation 
are contained in the tube. The tension applied to the 
somewhat elastic cylinder will tend to mold it into 
a biconcave shape approximating the contour of the 
original Achilles tendon. 

The fascial repair has not as yet been applied to 
acute ruptures. However, it is believed that it is 
applicable to this condition as well, provided that 
the operation is performed promptly after the rup- 
ture has occurred and before extensive effusion and 
fibroblastic proliferation have supervened. An op- 
portunity is afforded to excise the frayed tendon 
ends and to by-pass the degenerated tendon tissue. 
The fascial repair is again feasible after the acute 
proliferative reaction has abated. 

C. Frep GoERINGER, M.D. 


Homografts and the Bone Bank. J. J. HERBERT. 
J. Bone Surg., 1951, 33-B: 316. 


The author describes a technique of storing bone 
by refrigeration. In order to preserve the cellular 
integrity, it was recognized that this depended not 
only on the rapidity of the freezing process itself but 
also on the speed with which it is instituted. For 
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example, if less than half an hour elapses before 
freezing of the bone is begun, cellular integrity is al- 
most completely maintained; but an interval of more 
than an hour will cause the destruction of many 
cells. It is suggested that under the above condi- 
tions the tissues are not killed by the low tempera- 
ture, but live again when they are thawed. (In this 
connection there are interesting reports by com- 
mercial fisheries to the effect that fish, frozen on 
leaving the water, can live and swim again months 
later if they are carefully thawed.) Experience has 
shown that the best temperature at which to freeze 
bone lies between —30 degrees and —4o degrees 
centigrade. At lower temperatures an outer layer 
of the bone is instantaneously frozen but the central 
parts lose their heat much more slowly. 

At the end of about 2 months the grafts appear to 
have been decalcified; at about the fourth month in- 
vasion by new bone is in progress, and at the end of 
about 6 months replacement appears to be complete. 

It is known that pathogenic bacteria thrive best 
in a temperature of about 37 degrees and that their 
resistance to cold varies greatly. Bacillus pyocya- 
neus, for instance, can resist even —75 degrees. 
Mossu reported that Bacillus tuberculosis has been 
plunged into liquid air at —200 degrees without be- 
ing damaged; and Turner, working on rabbits, 
showed that the treponema can regain its mobility 
and virulence even after 4 months’ preservation at 
—78 degrees (C). The author has preserved colonies 
of staphylococci for several months at —30 degrees; 
there was no evidence that their virulence decreased, 
and growth began again when normal conditions 
were restored. On the other hand, the vitality of 
Bacillus coli, Bacillus typhus, and Bacillus prodi- 
giosus is much reduced by severe cold, and all 
bacteria, even if they are unharmed, cease to grow 
when in contact with cold. 

The authors obtained most of their bone from 
amputated limbs, and they found that the bone 
could be equally well taken from cadavers directly 
after death. The donor should be known to have 
had a negative Wassermann reaction, to have had 
no blood dyscrasia, and to have been free from 
disease of the bones. The experiments of Brooks 
and Hudson (1920) on animals show that it is 
theoretically preferable for the donor to be (or to 
have been) young. But, in the experience of the 
author, grafts taken from elderly subjects are satis- 
factory. Neither the blood group nor the Rhesus 
factor is of any importance. The grafts are placed 
into sterilized tubes which are hermetically sealed 
with a layer of rubber, then labelled and dated. The 
graft must be transferred very rapidly to the tube 
in order to prevent contamination by air-borne or- 
ganisms and deterioration of the bone tissue. The 
tubes are immediately placed in the freezing cham- 
ber of the refrigerator and later transferred to the 
preserving compartment. There is no limit to the 
time that the graft can be safely stored. 

When the size of the intended graft has been 
estimated, an appropriate piece of bone is taken 
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from the bank and placed in a physiological solution 
containing penicillin. The graft bed is prepared 
and the graft is cut to fit and placed in position with 
some small cancellous fragments to serve as “‘ce- 
ment.” To date, 87 stored grafts have been used on 
82 patients. Eighty of the grafts were homogenous 
and 7 were heterogenous. Homogenous grafts are of 
course easier to obtain than heterogenous grafts, 
especially if cadavers are used, for then as many as 
30 to 4o grafts can be obtained at once; moreover, 
the asepsis of heterogenous bone is apt to be un- 
certain. (Heterogenous bone has been found to 
“take” well, despite the foregoing theoretical risk.) 
In cases in which autogenous grafts have been com- 
bined with homogenous grafts, no difference in prog- 
ress between the two has been observed, and this is 
true also for the other combinations of homogenous, 
heterogenous, and autogenous bone. 

The author emphasizes the following advantages: 
(1) a second wound is avoided and there is no loss 
of bone from some other part of the body; this is a 
very important matter to patients in whom polio- 
myelitis has affected both legs; (2) almost unlimited 
bone is available to the surgeon and consequently he 
is able to insert very large grafts and so obtain 
better results. C. Frep GoERINGER, M.D. 


Experience with the Use of Refrigerated Homoge- 
nous Bone. Pui. D. Witson. J. Bone Surg., 
1951, 33-B: 301. 

Experience with the use of refrigerated homogenous 
bone transplants at the Hospital for Special Sur- 
gery includes 307 operations on 259 patients up to 
January 1, 1950. The details of animal experiments 
are presented and comparisons are made of the heal- 
ing of different types of bone transplants. The difficul- 
ties of drawing conclusions because of the variable 
results in the different animals used in the experi- 
ments were recognized. The transplants of auto- 
genous and refrigerated homogenous bone, when 
placed in the soft tissues (back muscles) of dogs, in- 
dicated the process of repair in both—at the end of 3 
weeks in the autogenous transplant and not until the 
end of 6 weeks in the refrigerated specimen. When 
the autogenous and refrigerated homogenous cortical 
transplants of uniform size were made into operative 
defects of the ulna in dogs, bony callus formation 
appeared earlier with the autogenous than with 
refrigerated bone, but at the end of 12 weeks the 
results with both were comparable. 

By far the largest number of operations were spinal 
fusions, of which 108 were for scoliosis, 18 were for 
tuberculous spondylitis, and 75 for low back pain. 
In the whole group there were 25 instances of pseu- 
darthrosis—a failure rate of 12.4 per cent. There 
were 41 operations in which homogenous bone was 
used to fill cystic cavities or skeletal defects created 
by the excision of benign tumors and other patho- 
logical lesions. There was failure of healing in 6 
cases (14.5%). 

Included in this group were 1o cases of chronic 
osteomyelitis, with bone cavities (created by the 


















excision of infected bone) which were filled with 
cancellous bone chips. 

Experimental evidence suggests that the auto- 
genous graft exhibits some advantage over refriger- 
ated homogenous grafts in that healing takes place 
more rapidly, but that in the end the results are the 
same. Histologic study of fragments of healing 
grafts (both autogenous and refrigerated) that have 
been removed from human hosts shows no significant 
difference in the rate or method of repair. The rate 
of infection in clean cases was 2.6 per cent; loss of 
bone occurred in only 2 cases. Follow-up studies of 
248 patients showed that successful results were 
obtained in 210, or 85 per cent of the patients. These 
are comparable to the results obtained with auto- 
genous grafts. The healing of cancellous transplants 
takes place more rapidly than does healing with 
cortical grafts. Transplants that have been pre- 
served for more than 1 year do not heal as well as 
those that have been preserved for a shorter period, 
and the rate of failure is higher. 

The average period of refrigeration was 54 days. 
A tentative period of 1 year was suggested for maxi- 
mum storage. With long preservation there is dan- 
ger of dehydration, and dried-out specimens should 
not be used. C. Frep GOERINGER, M.D. 


FRACTURES AND DISLOCATIONS 


Acromioclavicular Dislocation Treated by Trans- 
ference of the Coracoacromial Ligzment. 
Jutius S. Neviaser. Bull. Hosp. Joint Dis., N. Y., 
1951, 12: 46. 

A new operation is offered for the treatment of 
recent or old acromioclavicular dislocations. By 
transference of the coracoacromial ligament to make 
a new superior acromioclavicular ligament the dis- 
location is corrected and full motion at the acromio- 
clavicular joint is maintained. 

Thirteen patients with complete dislocation of the 
acromioclavicular joint were operated upon. The 
end results were considered good or excellent if the 
patient had correction of the dislocation, no discom- 
fort, and good shoulder motion with abduction rang- 
ing from 160 to 180 degrees. 

The roentgenographic findings after operation re- 
vealed that all of the 13 acromioclavicular disloca- 
tions had been corrected. The 5 cases of ossification 
of the coracoclavicular ligaments noted at operation 
showed persistence of the ossification as noted in the 
last roentgenograms. Five cases showed some de- 
generative changes at the acromioclavicular joint, 
but in none of them did the patient have any com- 
plaints referable to this joint. 

The dislocation is reduced and is held by a Kirsch- 
ner wire passed through the skin and acromion into 
the clavicle. 

The coracoacromial ligament is removed from the 
coracoid attachment through osteotomy of a small 
portion of its broad base at the lateral border of the 
coracoid process. This strong broad ligament is then 
turned over the acromion and fixed by three catgut 
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Fig. 1 (Neviaser). Shows transference of coracoacromial 
ligament. Note Kirschner wire holding clavicle in position A. 


sutures, each passed through the tough fascial tissue 
on the superior surface of the acromion. After fixa- 
tion on the acromion, the ligament is brought over 
the acromioclavicular joint on the superior surface 
of the clavicle where it is to be anchored. 

The wire is removed about 5 weeks after operation. 
By this time, it is believed the transferred coracoa- 
cromial ligament has healed sufficiently to maintain 
the clavicle in its proper position. The patient is 
encouraged to exercise the arm and permitted any 
activity, and he may return to work after 6 weeks. 

C. FRED GOERINGER, M.D. 


Metallic Cap Replacement of Radial Head Follow- 
ing Fracture. CHALMERS R. CARR and JoHN W. 
Howarp. West. J. Surg., 1951, 59: 539- 


The present article is a report of the authors’ 
experiences with the use of a vitallium cap as a re- 
placement for the removed radial head in fractures 
of the head of the radius. Twelve patients were so 
treated with good end results and satisfactory func- 
tion. Six illustrative case reports are presented. 
Technical points are briefly discussed. The authors 
believe that a more stable and efficient joint is at- 
tained by such replacement than by simple excision 
of the radial head. Donatp C. Geist, M.D. 


Fractures of the Carpal Scaphoid (Fracturas del 
escafoides carpiano). Lépez De La Garma and M. 
LapDREDA. Cir. ap. locomotor, Madr., 1951, 8: 243. 


The diagnostic difficulties, controversial treat- 
ment, and the unhappy sequelae which frequently 
prevail in this type of fracture are well known. 
Clinical impression may supersede equivocal radio- 
logic findings and treatment instituted accordingly. 
It is important to take several oblique views in 
addition to the conventional anteroposterior and 
lateral ones. Clinically, the local symptoms may be 
so trivial as to deceive both patient and physician. 
After a lapse of 2 or 3 days, as a result of bone ab- 
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sorption and local friction, pain becomes intensi- 
fied. At this time pressure over the bone, as well as 
extension of the hand, causes exquisite pain. The 
roentgen picture may disclose this area of bone ab- 
sorption along the fracture line; therefore, the au- 
thors recommend a repeat film in 6 to 8 days if the 
initial one is negative. 

For the most part, treatment should be conserva- 
tive and the fragments should be immobilized in a 
cast, as long as necessary to achieve results. In 
one case this period has been as long as a year and 
a half, and an average period of from 12 to 16 
weeks is necessary for complete fractures. Immo- 
bilization involves the wrist, the thumb to the dis- 
tal phalanx, the hand to the metacarpophalangeal 
joints, and up to the elbow. 

Of the surgical procedures advocated, the authors 
reject the multiple perforations of Beck as not pro- 
ductive of results, nor as an example of a simple 
technical step. The application of autohemotherapy 
in the fracture site associated with immobilization 
has been satisfactory, although the results claimed 
are somewhat overstated. The procedures of radical 
extirpation of the scaphoid or of the atrophic de- 
generate fragment, especially for pseudarthrosis of 
the proximal fragment, or the removal of the scaph- 
oid and semilunar with the object of attaining a 
stable wrist, has been condemned as a needless 
mutilating operation always productive of equivocal 
results. 

The authors advocate the Barnard and Stabbius 
operation of radial styloidectomy to gain a better 
approach to the scaphoid, in nonunion, and utiliz- 
ing the resected styloid for bone implant. This has 
given good results. 

In these fractures, physiotherapy is mandatory 
as an adjunct to complete recovery. 

MIGvUEL Drosinsky, M.D. 


Mechanics, Treatment, and Prognosis of Fractures 
of the Dorsolumbar Spine. ANDERS WESTER- 
BORN and OLor Otsson. Acta chir. scand., 1951, 
102: 59. 


The authors review the spinal fractures treated 
by them since 1937, with regard to discussions in the 
current literature for and against conservative 
therapy. 

They consider the varieties of spinal fracture and 
the mechanics involved in such fractures: (1) ex- 
tension fractures, (2) flexion fractures, and (3) frac- 
tures of the neural arch. Flexion fractures may be 
(a) anterior wedge fractures, (b) lateral wedge frac- 
tures, and (c) fracture dislocations. These injuries 
may also be grouped under the headings of stable 
and unstable fractures. 

A total of 175 fractures (142 cases) in the lower 
thoracic and lumbar region were seen. Sixty-seven 
of these were reduced and placed in plaster, 28 were 
placed in plaster without reduction, and 49 patients 
were treated with bed rest and physical therapy. There 
were 136 stable, and 39 unstable fractures. Of these, 
145 were anterior wedge injuries, 13 were lateral 
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wedge injuries, and 17 were fracture dislocations; 7 
were fractures of the neural arch. 

One hundred and four patients were followed and 
examined for final results. Fifty-one (91%) patients 
who were treated by reduction and a plaster jacket 
alone had full working capacity; 22 (88%) who were 
treated by bed rest had the same result; 18 of the 
first group, 6 of the second group, and 9g of the third 
group had slight to severe residual symptoms. The 
number of fracture dislocations was too small to 
allow of a satisfactory opinion. Opinion was not 
accurate concerning fractures with neural involve- 
ment. 

The authors conclude that all slight and moderate 
wedge fractures and the stable lateral wedge frac- 
tures should be treated ‘‘functionally.”’ Severe wedge 
fractures, comminuted fractures, fracture disloca- 
tions, and all other unstable fractures should be 
reduced and placed in a plaster jacket. Some types 
of unstable fractures may require posterior fusion. 

Donatp C. Geist, M.D. 


Vertebral Fractures After Shock Treatment (Ueber 
Wirbelbrueche bei Schockbehandlung). Hans GEorG 
MERTENS and HuBERT BADER. Zschr. Orthop., 1951, 
81: 80. 


Theauthors found only a few reports in the German 
literature concerning the well known complication of 
vertebral fracture after shock treatment. The frac- 
tures occurring during the tonic stage, due to ex- 
cessive muscle pull, are found in the spine, shoulder 
girdle, hip joints, and as dislocations of the mandibu- 
lar joint. The fractures occurred in o.1 per cent of 
2,000 cases. The vertebral fractures are frequently 
overlooked and misdiagnosed as muscle tears or 
muscle rheumatism. The fracture is either a com- 
plete compression fracture or an infraction of the 
vertebral plate. 

Of 239 shock-treated patients, 11.3 per cent showed 
vertebral fractures. Sometimes the x-ray findings 
only became visible after the third or fifth treat- 
ment. The dorsal segment (4 to 7) is mostly in- 
volved, with a preponderance of male patients. 
Vertebral fractures in epileptics are comparatively 
rare. A similar pathogenesis is attributed to frac- 
tures after tetanus. The number of fractures follow- 
ing electric shock treatment is less than that follow- 
ing chemical shock treatment. 

The combination of electric shock and insulin de- 
creases the number of fractures. 

Curare is now generally used for the prevention of 
fracture; however, the authors emphasize the 
dangers of a small therapeutic range with individual 
sensitivities leading to respiratory paralysis in cer- 
tain cases. All implements for artificial respiration— 
oxygen and prostigmin—must be at hand. How- 
ever, patients already having sustained a fracture 
were subjected to further shock therapy and curare 
medication. Lately, mesantoin (3-methylphenyl- 
ethyl hydantoin) is recommended; 200 patients 
have received it without complications. The fixation 
of the whole spine in hyperextension is important. 




















Patients with well developed muscles and between 
the ages of 25 and 35 years are especially suscep- 
tible to this complication. 

Calvé and Scheuermann’s diseases are not the 
result of shock treatment. Therapy of vertebral 
shock fractures should avoid passive immobiliza- 
tion and aim for early weight-bearing as posttraumat- 
ic necrosis (Kuemmel-Verneuill) has never been ob- 
served. Disc injuries have not been observed. 

E. H. Betrmann, M.D. 


The Biomechanical Treatment of the Congenital 
Hip Dislocation in Infancy (Traitement des luxa- 
tions congénitales de la hanche chez les enfants par 
Yappareil biomécanique). J. HANAUSEK. Sem. hép. 
Paris, 1951, 27: 2493. 

The author describes a technically simple appara- 
tus by which reduction was accomplished in 29 of 30 
dislocations of the hip in children. The biochemical 
principle, which has been employed since 1941, con- 
sists in maintaining antiluxation forces not obtained 
with the classical plaster of paris cast. Of the two 
antiluxation forces, the one exerts a 60-degree verti- 
cal correction, the other a sagittal corrective influ- 
ence (avoiding the up-and-backward lifting and still 
allowing the child a large range of mobility). The 
frequent complications of chronic deforming arth- 
rotic head changes of coxa vara and head anteversion 
are less common with this technique. The eccentric 
position of the head with tendency to subluxation 
over the posterior acetabular rim, found frequently 
in the plaster cast and leading to painful irreversible 
deformity, is avoided with this method (subluxatio 
coxae arteficiales dolorosa). 

Physiological compression and exact head posi- 
tioning assure normal anatomical and functional re- 
sults, allow gentle and preliminary treatment of hip 
contractures, and avoid a Lorenz reposition ma- 
neuver. 

In the author’s opinion, the reasons for the post- 
reduction changes are: (1) osteoporosis due to 
rickets, (2) the presence of pre-existing deformities 
with atrophy, and (3) abnormal pressure forces via 
the femoral neck and head (osteomalacia compres- 
siva colli femoris probaliter rachitica). 

The apparatus is applied for 2314 hours at first, 
and sometimes the treatment is interrupted and re- 
placed for 1 month by traction. The child feels 
much more comfortable in this apparatus than in the 
plaster cast. 

With former methods of treatment the femoral 
head was often found to be retroacetabular, with 
contracture of the retroacetabular muscles (quad- 
ratus femoris and others) which caused a great 
obstacle to reduction. The results of treatment of 
3,500 children during the past 8 years are believed 
to be brilliant, with the claim of 80 per cent com- 
plete restitution. Children from 18 days to 3 years of 
age are considered suitable for this method of 
treatment. 

The obvious advantages of this method are that, 
without force, an exact centering of the femoral 
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head is obtained with no discomfort to the child, 
and with a minimum of anesthesia (or none). Even 
severe and late cases show better results than those 
obtained with the Lorenz method. 

E. H. Betrmann, M.D. 


Fracture-Luxation of the Hip (Fractura-luxacion de 
cadera). Luis ANTONIO CHIAPPETTA. Sem. méd., 
B. Air., 1951, 58: 377. 

Because of the mechanical age in which we are 
living and the high incidence of automobile and 
motorcycle accidents, fracture-luxation of the hip is 
rather common. At the time the injury is sustained, 
the knee and hip are flexed at a 90 degree angle. 
The force required is usually tremendous. It is esti- 
mated to be equivalent to 5 tons falling from a 
height of 33 centimeters. The symptomatology and 
diagnosis include such factors as intense pain, crepi- 
tation, and inability to move the parts involved, the 
least passive motion provoking intense pain. 

As a rule, inspection of the two legs will reveal a 
typical deformity. The diagnosis is confirmed by 
roentgenography. It is believed that it is impossible 
to obtain satisfactory reduction by manual and 
skeletal traction alone. It is concluded, consequent- 
ly, that surgical intervention is the treatment of 
choice whenever practical. An oblique incision is 
made on a line through the posterior superior iliac 
spine and the inferior border of the trochanter. The 
incision descends down through the soft tissue until 
the head of the femur is exposed. The luxation is 
reduced by a median movement consisting of flexion 
and internal rotation, with the limb placed finally in 
abduction and fixed to hold the reduction in place. 
When there are fragments of bone, a Kirschner 
wire is used to anchor them in place and a nail may 
be required to maintain a shelving edge on the 
acetabulum. 

Postoperative care includes antibiotics and blood 
transfusions when necessary. Finally, the extremity 
is placed in traction with a moderate amount of 
weight applied. Complications may be divided into 
those that occur immediately following operation 
and those that are delayed. Of the immediate ones, 
retroperitoneal hemorrhage, thrombosis, and throm- 
bophlebitis are the most important, whereas ossifi- 
cation of the capsule, synovitis, and traumatic 
arthritis are of common occurrence. 

STEPHEN A. ZreMAN, M.D. 


Articular Fractures of the Hip, Excepting Fractures 
of the Femoral Neck (Les fractures articulaires de 
la hanche, col du fémur excepté). J. CaucHorx and 
P. TrucHet. Rev. chir. orthop., Par., 1951, 37: 266. 


This report, which was presented before the an- 
nual meeting of the Société Francaise d’Orthopédie, 
is based on a series of 427 cases, part of which had 
not been published previously. The cases include 
214 fractures of the acetabulum with penetration 
of the head, 175 fractures of the acetabulum with 
posterior luxation, and 38 isolated fractures of the 
head of the femur. After a brief discussion of the 
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mechanisms, the pathologic anatomy, the sympto- 
matology, and the diagnostic difficulties, the au- 
thors discuss the treatment in detail. They enu- 
merate the various therapeutic procedures used by 
different surgeons and by themselves, and compare 
their merits and disadvantages. This comprehensive 
treatise with many interesting x-ray pictures should 
be studied in the original; only a few points can be 
mentioned here. 

A violent impact on the trochanter will transmit 
the force to the center of the acetabulum. As the 
iliac bone is fixed superiorly by the sacrum and in- 
feriorly by the pubic bone, the fracture will follow 
the line of least resistance between the incisura 
ischiadica and the eminentia pectinea, thus sepa- 
rating the upper third of the socket from the two 
lower thirds. In addition, the ischiadic and the 
pubic portions of the articular surface will separate 
so that a Y-shaped fracture of the acetabulum will 
result. 

Several varieties of this classical form of fracture 
are possible, depending on the strength and direc- 
tion of the force and the degree of internal or ex- 
ternal rotation of the femur at the time of the 
injury. Either the pubic or the ischiadic portion of 
the acetabulum may be crushed, or the fundus of 
the socket may give in toto or may be pierced by 
the head, resulting in an intrapelvic luxation. 

Complications include the tear of ligaments and 
large arteries, damage to nerves, and rupture of the 
ureter or of the bladder. The sciatic, obturator, 
external popliteal, and the pubic nerve are fre- 
quently involved. 

Numerous therapeutic procedures have been used 
by different surgeons. The authors state that the 
late results are quite unsatisfactory in a large pro- 
portion of these methods. Even when function was 
fair in the beginning, arthroses developed ultimately 
in all cases in which it was not possible to restore 
completely the normal anatomy of the socket and 
a sufficient vascular supply to the head of the femur 
to prevent ischemic necrosis. 

In Y-shaped fracture of the acetabulum with 
penetration of the head, the treatment of choice is 
traction in a position of abduction of 45 degrees by 
a nail inserted in the trochanter. If a secondary 
arthrosis of the hip develops, arthroplasty with a 
vitallium capsule at the head may be indicated at 
a much later date. 

Fracture of the socket with posterior luxation re- 
sults when the impact acts on the flexed knee in 
anteroposterior direction. In a series of 174 cases, 
conservative treatment by the classical method of 
reduction and immobilization, with or without trac- 
tion, gave good or fair functional results in only 
39 per cent. The causes of poor results were irre- 
ducibility of the luxation or relapse, or subsequent 
arthrosis or ischemic necrosis of the head of the 
femur. 

The surgical treatment of fracture with posterior 
luxation is discussed in great detail. Of the dif- 
ferent routes of approach, the authors prefer the 
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posterior lateral route, which provides for a good 
view of the posterior aspect of the joint and necessi- 
tates less severance of blood vessels than would be 
necessary the transgluteal way. After reduction 
large fragments are fixed by horizontal screws and 
small ones are removed. It is believed that trans- 
cotyloid fractures with posterior luxation are best 
treated by arthrodesis, as more conservative meth- 
ods gave unsatisfactory late results in most cases. 
Isolated fracture of the head of the femur is very 
rare. The danger of late arthrosis is great. 
Inveterate posterior luxations always cause se- 
vere trouble; They are treated either by arthro- 
plasty or by arthrodesis with reposition of the head 
to its normal place. WERNER M. Sotmirz, M.D. 


Fracture of the Neck of the Femur in Children. 
SAut Ritcute. Bull. Hosp. Joint Dis., N. Y., 1951, 
¥2:'3. 

The author presents his experience in 3 cases of 
midcervical fracture of the femoral neck in children. 
The third case is considered to be one of typical 
congenital coxa vara. 

In the first case the fracture was due to trauma 
sustained in a fall. Treatment consisted of nailing, 
which did not hold, followed by manipulation and 
the application of a Whitman abduction spica, with 
the development of absorption of the neck of the 
femur. Finally, this fracture was treated by a bone 
graft. Examination, 4 years later, showed solid 
union and full motion in the hip and knee. The 
epiphysis closed about 8 months after the trauma. 
One and three-quarters inches of shortening of the 
extremity resulted. 

In the second case a fracture of the mid-cervical 
femoral neck was sustained while manipulating the 
hip for the reduction of a slipped femoral epiphysis. 
This fracture was treated by internal fixation with 
three wires, followed by the application of a Whit- 
man abduction plaster spica. The spica was kept 
on for a period of 4 months, following which the 
patient wore a Thomas walking caliper brace for 9 
months. Ten years and four months later there 
were solid union, no deformity, normal motion, and 
no shortening of the extremity. The epiphysis was 
completely fused 17 months after occurrence of the 
fracture. C. Frep GoERINGER, M.D. 


Indications for Operation in Fresh Fractures of the 
Neck of the Femur (Indications opératoires dans 
les fractures récentes du col du fémur). ROBERT 
JuveTt and JEAN JupET. Sem. hép. Paris, 1951, 27: 
2502. 


Since 1946 the results obtained with the authurs’ 
resection-reconstruction procedure for ununited 
femoral neck fractures have been very satisfactory. 
The indication for this operation has been enlarged 
to include subcapital fractures, in which the results 
were poor in 20 to 50 per cent of cases, due to non- 
union, aseptic necrosis, and deforming arthritis. 

For fractures of the neck of the femur in younger 
individuals, the author prefers the bolted screw to 
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the Smith Peterson nail since the latter, in his 
experience, has often resulted in posttraumatic 
necrotic zones. In order to procure better revascu- 
larization of the traumatized area he uses a trans- 
cervical bone graft, extending from the greater 
trochanter to the subcartilaginous zone, which 
stimulates osteogenesis, as demonstrated by the 
classical experiments of Phemister. An arthrotomy 
is always employed, as it takes less time than 
the closed nailing which requires many roentgeno- 
graphic check-ups. In addition it allows for more 
exact reposition. Although this method shows fast 
consolidation it still will take many years until a 
final judgment as to the viability and absence of 
posttraumatic changes can be made. 

In fractures of the neck of the femur in the aged, the 
time-saving resection-reconstruction method, with 
little operative risk, and allowing for early ambula- 
tion, is being used more and more. In very old people 
the choice of operation depends upon the condition 
of the bone. If there is still good bone structure, the 
screw and bone graft is used; if there is osteoporosis 
and marked destruction the resection-reconstruction 
is employed. In all cases the choice of operation 
depends upon the proper indication. 

E. H. BetrMann, M.D. 


Treatment of Fracture of the Patella. A. LANGvApD- 
NIELSEN. Acta chir. scand., 1951, 101: 143. 


The author states that the treatment of fracture 
of the patella depends on the form of fracture, the 
main principle being as follows: longitudinal frac- 
tures and transverse fractures without separation are 
treated conservatively, while transverse fractures 
with separation and comminuted fractures are 
treated surgically. 

A report is given of the re-examination of patients 
treated in Amtssygehuset, Odense within the period 
from 1923 to 1947. The material consists of a total 
of 91 patients with 96 fractures, of whom 68 patients 
were re-examined. 

There were 61 patients with 64 uncomplicated 
fractures; 32 of these fractures were treated surgi- 
cally, 32 conservatively. Of 24 patients treated with 
suturing of the extensor apparatus, the final result 
was good in 15, satisfactory in 6, and poor in 3. Two 
cases in which cerclage of the fragments was applied 
showed good results. Among 6 patients treated with 
partial or total removal of the patella, the result was 
good in 1 patient and satisfactory in 5 patients. 
Among 32 patients treated conservatively, the result 
was good in 25, and satisfactory in 7. 

The material includes 7 patients with complicated 
fractures, 2 of whom had been treated with partial 
removal of the patella, 1 with cerclage, 3 with sutur- 
ing of the extensor apparatus, and 1 with puncture 
of the knee. The result was good in 3, satisfactory 
in 2, and poor in 2. 

Thus, the re-examination appears to show that the 
results after the previously employed methods of 
treatment are good. The main principle of the treat- 
ment is to secure a thorough and solid suturing of 
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the accessory extensor apparatus; furthermore the 
articular surfaces of the fragments should be brought 
to the same level, as near as possible. Patellectomy 
is recommended only in comminuted fractures and 
in cases of emergency, where the extensor apparatus 
cannot be sutured properly. 

Rupotpu S. Reicu, M.D. 


Modern Methods of Osteosynthesis: Metallic In- 
fibulations (Moderni metodi di osteosintesi: le 
infibulazioni metalliche). Fausto Liepo. Gior. ital. 
chir., 1951, 7: 370. 

Open reduction and osteosynthesis may be a 
necessity in the treatment of fractures. Among the 
methods used at present are: suture, or the use of 
bands, plates, screws, or nails. The Kuentscher 
method which utilizes the medullary canal of the 
bone as a bed for the metallic prosthesis has been 
quite popular. This method which is good but dif- 
ficult may cause surgical shock in addition to des- 
troying the bony medulla and predisposing to em- 
boli. Its best indication is fracture of the diaphysis 
of the femur. 

The author, to avoid the bad features of this 
method, conceived the idea to use thinner wires, 
which may not bring the fractured ends in perfect 
apposition but will give a good functional result. 
With the use of a thinner wire the application of a 
plaster cast becomes necessary. According to the 
author this is the method of choice in fractures of 
the proximal part of the humerus in children and 
in the aged, requiring osteosynthesis. The surgical 
approach is through the deltopectoral area with the 
patient under general anesthesia. The wire, 1 to 2 
mm. thick, is inserted by the retrograde route; the 
proximal end is bent and left under the skin to be 
removed later. Joseru M. A. Pare, M.D. 


ORTHOPEDICS IN GENERAL 


Radiographic Control in the Treatment of Clubfoot 
by the Method of Denis Browne (Le control 
radiographique au cours du traitement du pied bot 
par la méthode de Denis Browne). P. MAariQquE 
and W. DE MEuTER. Rev. chir. orthop., Par., 1951, 
37: 250. 

The authors emphasize the importance of period- 
ical x-ray control in the course of treatment of pes 
equinovarus. Clinical observation alone is not suf- 
ficient to judge the development of a case, and 
may be deceptive. 

The anteroposterior radiogram permits exact 
judgment of the degree of adduction and supina- 
tion. In a normal foot the scaphoid bone is exactly 
in front of the astragalus; in pes varus it is dis- 
placed medially. Under the age of 4 years, the 
scaphoid cannot be visualized in x-ray pictures. In 
these cases it should be remembered that the median 
axis of the astragalus is normally in line with the 
first metatarsal and the great toe. The more the 
axis deviates medially the more marked is the ad- 
duction. The degree of supination can be judged 
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by the superposition of the anterior borders of the 
calcaneus and the astragalus. 

The lateral roentgenogram reveals: 

1. The anteposition of the ossification center of 
the astragalus. In the normal foot the extension of 
the tibial axis passes through the posterior portion 
of the ossification center of the astragalus. In club- 
foot it passes behind it. 

2. The degree of equinism. Whereas in the normal 
foot the long axis of the astragalus forms an angle 
of 90 degrees to the axis of the tibia in extreme 
dorsal flexion, in equinovarus the angle is 130 de- 
grees or more. Furthermore, in the normal foot the 
calcaneal axis forms an angle of 45 degrees with the 
astragalus axis. In clubfoot this angle is more acute, 
and the two axes may even be parallel to each other. 

The authors report 5 cases in which the cor- 
rection of the foot by the Denis Browne method ap- 
peared clinically complete and only x-ray control 
showed that the equinism persisted although ad- 
duction and inversion had been corrected. Without 
x-ray control these cases would have been over- 
looked because in the infant it is extremely diffi- 
cult to e.'i lish by clinical examination alone 
whether the calcaneus is in normal position or re- 
mains in equinus position. 

WERNER M. Sotmitz, M.D. 


Experiments with Bone Extracts. OLov LINDAHL and 
SVANTE ORELL. Acta chir. scand., 1951, 101: 136. 


Although orthopedic technique in most cases is 
able nowadays to meet the demands for the com- 
pensation or recreation of bone, there are still cases 
in which the possibility of furthering the process of 


bone formation would be of value; for instance, in 
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the pseudarthrosis problem, osteosynthesis with the 
need of larger transplantations, and in the replace- 
ment of defects due to greater accidents, inclusive of 
war injuries. For this reason the possibility of pro- 
ducing and promoting bone formation by means of 
bone extract has long been of interest. 

From the investigations of Levander and Anners- 
ten one apprehends that with certain means of 
solution, substances can be extracted from bone 
tissue which, duly injected, bring about the forma- 
tion of bone. This formation is apparently not a 
regular result of the injection. It seems as if the 
bone-forming capacity of the extract is quite evi- 
dent, but that, for some reason or other, the content 
of effective substance is too small or in damaged 
form, so that bone formation occurs only under 
otherwise favorable conditions. 

The authors performed a series of experiments in 
the Department of Orthopedic Surgery at St. 
Goérans Sjukhus with bone extract in order to ascer- 
tain to what extent a more reliable bone production 
could be brought about than heretofore. The account 
of their experiments with different bone extracts is 
given in the article. 

White mice, guinea pigs, and human beings under- 
went the tests. The production of the extracts was 
according to the principles of Annersten. No forma- 
tion of bone, cartilage, or both was to be seen in any 
case. The bone-forming process is discussed and the 
authors have come to the conclusion that the occur- 
rence of a bone-producing factor—not bound to the 
life of the bone cells—must be regarded as certain, 
but that in all probability this factor is not to be 
found in the extracts which have been used earlier as 
reported in the literature. Rupo.px S. Reicu, M.D. 
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Angiograms of the Aorta in Peripheral Vascular 
Disease (Die Aortographie in der Diagnostik 
peripherer Gefaessleiden). K. E. Loose. Chirurg, 
IQ51, 22: 304. 

The author feels strongly that in all cases of ar- 
terial disease of the legs, visualization of the lower 
abdominal aorta and of the iliac arteries is indicated. 
Three case histories are given of complete obstruc- 
tion of one or more iliac arteries, even in the presence 
of normal peripheral arterial pulsations. The normal 
pulsations are due to extensive collateral circulation, 
which can prevent functional decompensation for 
many years. The angiograms are performed in out- 
patients, no general anesthesia being used, only 1 to 
2 ml. of dolantin (demerol) being injected intrave- 
nously immediately preceding the procedure. 

In order to reach the aorta safely, a needle 15 to 20 
cm. long is introduced about 8 to to cm. to the left of 
the interspinal line, at the level of the third lumbar 
vertebra. Under continuous injection of a 1 per cent 
procaine solution, the needle is directed alongside the 
vertebral body. The syringe is then taken off and 
the needle is further advanced, now under a sharp 
angle of about 60 degrees medially until the aortic 
wall has been perforated. A rhythmic flow of-blood 
indicates the correct location of the needle; 30 ml. of 
a 70 per cent diodrast solution, previously brought to 
body temperature, is now injected rapidly and an 


x-ray film is taken towards the end of the injection. 
GERTRUDE J. VAN Eck, M.D. 


Present Day Conceptions with Reference to Surgery 
of the Aortic Bifurcation (Régles actuelles de la 
chirurgie de la fourche termino-aortique). JEAN 
PATEL and JEAN Nataut. J. chir., Par., 1951, 
67: 599. 

There are really only two conditions which are 
appurtenant to the surgery of this region: embolism 
and thrombosis. The subject of embolism of the 
terminal aorta may be dismissed with few words. 
The fact that 93 per cent of patients treated ex- 
pectantly (at most, with medical measures) are 
fatalities renders surgery, wherever possible, im- 
perative. At present a simple embolectomy is per- 
formed in most cases. This operation, when done 
sufficiently early, may be all that is necessary for a 
durable (the authors are careful not to say perma- 
nent) cure. However, even as long as 8 hours subse- 
quent to lodgment of the embolus at the bifurcation 
there will be intimal changes, and eventually the 
changes in the arterial wall resulting from contact 
with the embolus will so alter the mural constitution 
as to render unlikely, permanent freedom from re- 
currence of the trouble (usually in the form of an 
thrombosis). In these cases arteriectomy would 
seem preferable to a simple embolectomy, and the 


ideal method would be excision of the artery and 
its replacement by an arterial graft; however, this 
has not as yet been done in the human for this 
condition. 

Thrombosis of the aortic bifurcation is less well 
known than embolus and presents a much wider 
choice, both as regards the time to operate, and the 
method to be used. Of all methods at the disposal 
of the surgeon (bilateral lumbar sympathectomy, 
terminal aortectomy, di-obstructive endarteriecto- 
my, and aortectomy followed by grafting), the au- 
thors consider the ideal to be some form of excision 
of the thrombosed artery with restoration of the 
permeability of the vascular system. At present, 
the most promising method of accomplishing this 
would seem to be the use of a homoplastic arterial 
graft. However, the authors are favorably im- 
pressed by the experimental work of Rollino and 
Binda (Minerva Chir., 1950 5: 235) on the dog. 
These workers create anastomoses which form a 
derivation of the blood from the aorta above, through 
the satellite veins to the arteries below. They pro- 
pose to try this method when occasion arises. 

The authors are not in favor of multiple stage 
operations and cite the case of a 56 year old woman 
in whom separate excision of the left branch of the 
bifurcated aorta (left common iliac artery) with 
persistence in situ of the practically normal right iliac 
artery eventuated in aggravation of the thrombotic 
process. In a second case, that of a 46 year old male, 
both iliac arteries, as well as the bifurcation of the 
aorta, were thrombosed; however, the condition of 
the patient was so precarious that only one of the 
common iliac arteries was resected, and the high 
lumbar sympathectomy of Leriche was carried out. 
Seven days later the patient died and autopsy 
showed that the proximal end of the thrombus had 
extended as far as the renal arteries. 

On the whole, the authors think it is the duty of 
the surgeon to realize, before he decides to start 
such an operation, that such intervention is always 
apt to prove serious and that he will not be justified 
in resorting to trivial measures. Everything must 
be foreseen and the operator must be ready, if it 
becomes necessary, to do an arterial graft. 

Joun W. BRENNAN, M.D. 


Pneumoarteriography. Arteriography with Oxygen 
(La pneumoarteriografia. Arteriografia con Oz). 
GIOVANNI D’ERRICO and LEONARDO PISCITELLI. 
Gior. ital. chir., 1951, 7: 307. 

Up to the present time the authors have per- 
formed arteriography on more than 20 human sub- 
jects, using oxygen as the contrast-producing 
medium. So far all but 1 arteriographic exposure has 
been on the lower extremity. From 35 c.c. (for the 
femoral artery alone) to 70 c.c. (for arteries of both 
the leg and thigh) of oxygen are injected through a 
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fine (intravenous) needle within a period of 0.2 to 
1.5 seconds and the exposure is made immediately at 
the end of the injection, or slightly later for the 
arteries of the lower leg. 

A soft tube is used. The images are not as distinct 
as those procured by the shadow-casting media 
(thorotrast, organic iodine compounds); however, 
they are usually sufficiently clear for diagnostic 
purposes. The femoral artery is best shown on the 
anteroposterior projection and the popliteal and 
tibial arteries on the laterolateral exposure. For the 
exposure of the entire lower extremity the position 
chosen is that with the extremity strongly everted. 

The needle puncture is the only pain experienced; 
the procedure can be conducted on the ambulatory 
patient and without anesthetics. In the 1 instance 
of injection of oxygen into an arteriovenous aneurysm 
of the upper extremity, the patient complained of a 
mild sensation of burning in the chest and head and 
a mild sensation of somnolence. 

The authors have in view, for the future, experi- 
ments of pneumoarteriography of the cerebral 
arteries in animals. There have been some attempts 
at the production of phlebograms by the injection 
of oxygen directly into the veins or into the bone 
marrow; however, the results have not been satis- 
factory. Joun W. Brennan, M.D. 


Operative Treatment of Peripheral Aneurysms. 
James J. CLEAR and Louis G. HERRMANN. Arch. 
Surg., 1951, 63: 452. 

The operative treatment recommended for periph- 
eral fusiform aneurysms resulting from disease con- 
sists of the extrasaccular ligation of the proximal and 
distal arteries, with suture of the collateral arteries 
from within the aneurysmal sac. Excision of the sac 
is not advised except for small traumatic aneurysms 
of one of the paired arteries (radial or ulnar, anterior 
or posterior tibial) because of danger to the collateral 
blood supply. 

The operative technique consists in placing a 
pneumatic tourniquet well above the aneurysm and 
temporarily obliterating the blood supply to the 
extremity. The aneurysmal sac can then be opened 
and the main proximal and distal arterial channels 
located by means of a Kelly clamp, dissected free 
outside of the sac, and ligated with nonabsorbable 
suture material of a diameter at least half the size 
of the arterial trunk. The pneumatic tourniquet is 
then deflated, and the collateral arteries in the wall 
of the sac are located and closed by mattress sutures 
of silk from within the sac. When all bleeding has 
been controlled, the wall of the aneurysmal sac is 
allowed to fall together without sutures and the 
wound is closed in layers. 

An adequate collateral arterial circulation to the 
distal extremity is essential to the success of this 
type of operation. The most effective method of 
bringing maximal vasodilatation to the involved 
limb is by sympathetic ganglionectomy before or 
immediately after the interruption of the large 
arteries. MALcotm Ptium, M.D. 
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Surgical Treatment of Arterial Aneurysms. Re- 
establishment of Continuity After Exeresis by 
Employment of Arterial Grafts (Traitement chi- 
rurgical des anévrysmes artériels. Le rétablissement 
de la continuité aprés exérése par l’emploi de greffes 
artérielles). Catsi:s DusBost, M. ALLary, N 
(Cconomos. Sem. wip. Paris, 1951, 27: 2678. 


The authors present 7 cases of aneurysms—of the 
abdominai aorta in 3 cases, and of the peripheral 
arteries in 4 cases (the common iliac, popliteal, 
cubital, and femoral arteries). In 1 case the aneu- 
rysm was of traumatic origin and in another case, 
of undetermined origin; in the remaining 5 cases 
the aneurysms occurred in individuals over 50 years 
of age and were of atheromatous character. The 
aneurysm of unknown origin was of the left common 
iliac artery in a girl aged 17 years. 

Arteriography is indispensable, not only for a cor- 
rect diagnosis but also because it furnishes informa- 
tion as to the location, the shape, the size of the 
lesion, and the extent of collateral circulation. 

In 5 cases the authors succeeded in re-establishing 
the continuity of the vessel after removal of the 
aneurysm. Wiring was employed in a man 69 years 
old who had a large aneurysm extending from the 
celiac axis to the bifurcation of the aorta. A cello- 
phane-polythene cuff was used to surround an aneu- 
rysm of the abdominal aorta in a 70 year old man. 

In 2 cases an end-to-end anastomosis, and in 2 
cases an interposition of a graft was employed. A 
preserved human arterial graft was used after extir- 
pation of an aneurysm of the popliteal artery. A 
profuse hemorrhage 2 months after the operation 
necessitated an amputation. Inspection showed 
the graft to be patent; a perforation occurred just 
above the graft in a friable arterial wall. A pre- 
served human arterial graft 14 cm. long was inserted 
into the abdominal aorta after excision of an an- 
eurysm. In this case no complications developed 
and aortography 2 months after the operation 
showed preservation of the diameter of the graft. 

The main indication for arterial grafts is an 
aneurysm of the abdominal aorta between the origin 
of the renal arteries and the bifurcation, where no 
sizable collaterals are present. 

For the exposure of the aorta, the authors favor a 
long left extraperitoneal thoracoabdominal incision 
extending from the pubic bone to the second inter- 
costal space. Josreru K. Narat, M.D. 


Endoaneurysmorrhaphy for Spontaneous Innomi- 
nate Artery Aneurysm. JoxN D. Lane and E. 
ConveERSE PErrcE, II. Surgery, 1951, 30: 709. 


Although proximal ligation has been the surgical 
procedure most frequently employed for aneurysm 
of the innominate artery, the ideal treatment is 
generally considered to be proximal and distal liga- 
tion with excision of the sac when possible. The 
authors present the case history of an endoaneurys- 
morrhaphy for innominate artery aneurysm. The 
aneurysm was satisfactorily obliterated as shown 
by angiocardiography. 

















Innominate artery aneurysms comprise about 3 
per cent of the total and are most commonly syphi- 
litic in origin. The use of arteriography provides a 
method for more precise evaluation of the extent 
and nature of the aneurysm present. 

Wide exposure was achieved by an anterior, extra- 
pleural approach, combining upper median sternot- 
omy with resection of a portion of the clavicle. 
Endoaneurysmorrhaphy would appear to have less 
danger of secondary complications than triple ligation 
alone, and to be much less formidable than ligation 
plus excision. It is difficult to believe that other 
saccular innominate artery aneurysms will not at 
least occasionally be amenable to reconstructive 
surgery. ORVILLE F. Grimes, M.D. 


Tumors of the Carotid Body. Partial Occlusion of 
the Common Carotid Artery Induced by Poly- 
thene. Lester R. CHAuncey. West. J. Surg., 
1951, 59: 434. 

Tumors of the carotid body are of interest not only 
because of their rarity, but also because of the disas- 
trous cerebral complications which may follow their 
removal. 

Physiologically the gland is a chemoreceptor, 
being activated by changes in the carbon dioxide 
and oxygen tension of the blood. Tumor formation, 
although rare, does occur in this body. There is no 
unanimity of opinion as regards the presence of 
malignancy in these tumors; although metastases 
have not been proved, local invasion does: occur. 
The tumors are slow-growing and cause symptoms 
due to pressure on adjacent structures. 

The preferred treatment is surgical excision, but 
this is not always feasible because of involvement of 
all three carotid arteries. Sudden ligation of the 
carotid arteries is followed by a high mortality rate 
(50 to 100%), and in those patients who do not suc- 
cumb to the operation, a permanent hemiplegia re- 
sults. Various attempts have been made to secure 
gradual occlusion of the carotid vessels so as to in- 
crease the collateral circulation to the brain, and 
then to ligate the carotid arteries with a subsequent- 
ly lower rate of mortality and hemiplegia. The 
author discusses a case in which gradual partial oc- 
clusion of the common carotid artery was obtained 
by means of wrapping it with polythene. An ade- 
quate collateral circulation was developed, so that 
removal of the carotid artery 6 months later did not 
result in any ill effects on the patient. 

Ety Extiott Lazarus, M.D. 


Diagnosis and Treatment of Obstruction of the 
Superior Vena Cava. Kart P. Krassen, NEIL C. 
ANDREWS, and GEeorGE M. Curtis. Arch. Surg., 
1951, 63: 311. 

Gradual obstruction of the superior vena cava 
produces a syndrome which is characterized by 
venous distention and edema of the head, neck, and 
upper extremities. This syndrome, when fully 


developed, is easily recognized but must be differen- 
tiated from those conditions in which there is retar- 
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dation of right auricular filling, such as occurs in con- 
gestive heart failure and pericardial disease. A 
series of 12 patients with obstruction of the superior 
vena cava is presented to illustrate the etiology, 
diagnosis, and therapy of these lesions. 

The authors review the surgical anatomy of the 
superior vena cava and point out its relationship to 
drainage from the upper part of the body and to the 
site of obstruction of the azygos vein. This obstruc- 
tion may occur at three points: 

1. Above the azygos vein with patency of this 
vessel and the proximal vena cava, which results in 
the venous return from the upper portion of the 
body, passing by tributaries from the subclavian 
vein to the azygos-hemiazygos system, to the unob- 
structed portion of the superior vena cava, and then 
to the right auricle. 

2. At the junction of the azygos vein with the 
vena cava, which effectively prevents all return of 
blood by way of the superior vena cava, and necessi- 
tates the development of a collateral circulation to 
the inferior vena cava. Under such circumstances 
the azygos-hemiazygos system forms an important 
channel with the reversal of its normal flow. 

3. Proximal to the entrance of the azygos vein, 
which effectively blocks the venous return to the 
auricle, and blood returning from the upper part of 
the body is shunted from the superior vena cava 
directly into the azygos-hemiazygos system to the 
inferior vena cava. As in the previous condition, 
there is again reversal of the direction of flow in this 
system. 

The location of the superior vena cava makes it 
particularly vulnerable to encroachment by lesions 
of adjacent structures. These are lesions involving 
the peritrachael lymph nodes, or lymphomas involv- 
ing lymph nodes adjacent to this area, as well as 
aneurysmal dilatation of the adjacent arteries. 

Although the diagnosis of obstruction of the supe- 
rior vena cava may be made on the basis of physical 
examination, the exact location of the obstruction, 
the presence of collateral circulation, and the nature 
of the occlusive process require additional investiga- 
tion. Venous pressure determinations as well as 
phlebography will greatly aid demonstration of the 
involvement. Exploratory thoracotomy usually will 
be necessary to arrive at the correct pathologic 
diagnosis. 

Twelve verified cases of obstruction of the supe- 
rior vena cava, observed at the Ohio State Univer- 
sity Hospital, are reported. One of the most inter- 
esting of these cases was that of a man, aged 26, who 
had lymphadenitis with adjacent mediastinitis. 
Before operation he had a venous pressure of 550 
mm. of water in the antecubital vein, and at opera- 
tion he demonstrated complete occlusion of the supe- 
rior vena cava and azygos vein which was ingeniously 
treated by a femoral vein graft, shunting the blood 
between the unobstructed azygos vein and the intra- 
pericardial superior vena cava. Following operation, 
the patient was very much improved with a venous 
pressure of 300 mm. of water. 
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Other causes of the condition in these patients 
were traumatic thrombosis of the superior vena 
cava, constriction of the superior vena cava by the 
pericardium, bronchogenic carcinoma, neuroblas- 
toma, Hodgkin’s disease, carcinoma of the thymus, 
mediastinal teratoma, and syphilitic aneurysm of the 
innominate artery. In 6 patients with primary endo- 
thoracic malignant growth, surgical therapy was 
contraindicated because of extensive invasion of the 
mediastinal structures. Palliative relief was ob- 
tained in 5 of the patients by x-ray treatment. 
Mediastinal decompression of the vena cava in a 
patient with traumatic thrombosis produced no 
clinical improvement. Compression of the superior 
vena cava by a pericardial band was relieved by a 
section of the pericardium, while compression by a 
teratoma was alleviated by excision of this tumor. 
Surgery appeared contraindicated in 2 patients be- 
cause of cervical metastasis and concomitant right 
vocal cord paralysis, and in these irradiation therapy 
only was given. LeRoy J. Kiernsasser, M.D. 


Surgical Therapy of Varicosities of the Lower Ex- 
tremities. Results in 200 Cases (Traitement 
chirurgical des varices des membres _inférieurs. 
Résultats de 200 cas). A. ENJALBERT, A. Gép£on, 
and R. Soum. Presse méd., 1951, 59: 1174. 


Varicosities may be caused by insufficient or 
destroyed venous valves. Insufficiency of the valves 
is a familial, frequently hereditary condition attribu- 
table to an obscure endocrine disorder. Valves 
destroyed by thrombosis are found in postphlebitic 
varices. Two sequelae of such functional or organic 
impairment of the valves, namely, abnormal deep 
reflux and dilatation of the involved veins, lead to 
peripheral venous stasis and anoxia of tissues, with 
resulting ulcers and trophic disturbances. 

The chief aim of therapy is interruption of the 
deep reflux and the suppression of varicosities, by 
extirpation or by injections of sclerosing solutions. 

During the first period the authors had been per- 
forming a partial or a complete excision of the 
saphenous vein, ligation of the saphenofemoral junc- 
tion and, in some cases, injections of sclerosing solu- 
tions. During the second period they were ligating 
the saphenous vein at its junction with the femoral 
vein, and injecting from 20 to 25 c.c. of a sclerosing 
solution. At present they combine a high ligation of 
the saphenous vein with multiple ligations of the 
communicating branches and injections of minimal 
amounts of sclerosing solutions. They consider mul- 
tiple ligations and a partial resection of the saphenous 
vein as insufficient, while stripping, in their opinion, 
is a long procedure which requires immobilization 
and may produce shock. 

Good results were obtained in 75 per cent of the 
first group, in 81.25 per cent of the second group, and 
in 97.5 per cent of the third group. Pooled statistics 
from all 3 groups show 85.4 per cent of good results 
as judged by the patients, and 82.6 per cent without 
recurrences on physical examination. 

JoserH K. Narat, M.D. 
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Venous Shunts in Portal Hypertension. Ormanp C. 
Juttan and Wittiam S. Dye. Arch. Surg., 1951, 
63: 373. 

The authors present a report of their experience 
with venous shunts in the treatment of portal hyper- 
tension. There were 27 patients with portal hyper- 
tension, 21 of whom were subjected to venous shunt. 
A splenorenal anastomosis was done in 18 patients 
and portacaval shunts were carried out in 3 pa- 
tients. In 6 cases a shunt could not be completed. 
One postoperative death and 2 subsequent deaths 
occurred among the patients in this series who had 
undergone successful procedures. 

Most of these patients had portal hypertension 
resulting from intrahepatic disease, chiefly Laennec’s 
cirrhosis. The major indication for operation was 
gastroesophageal hemorrhage. Varices were shown 
by x-ray examination in 17 patients. The spleen 
was palpable in every case and the pancytopenia of 
secondary hypersplenism was present in 25 per cent 
of the series. Liver function was severely depressed 
in 5 cases, and was depressed to lesser degrees in the 
others. Measurement of pressure of the splenic vein 
was made before and after ligation of the splenic 
artery but no effect was noted, although the authors 
stated that the interval after ligation was short. 

All 3 deaths occurred in the patients with severe 
liver depression. Autopsy on one of these patients 4 
months after operation revealed the anastomosis to 
be closed. The group has been followed for periods 
of from 2 to 30 months. Only 1 patient had post- 
operative bleeding. Liver function in these patients 
has not been affected by the procedure. The results 
in the prevention of recurring hemorrhage have been 
encouraging. Donatp C. Geist, M.D. 


The Operation of Cossio (L’opération de Cossio). LE- 
GRAND, VANDECASTEELE, MERLEN, and DESRUEL- 
LES. Lille chir., 1951, 6: 111. 


Cossio, according to the authors, developed four 
operative procedures for the relief of cardiac decom- 
pensation due to failure of the right side of the heart: 

1. Anastomosis of the superior pulmonary vein 
with a branch of the corresponding subclavian vein. 

2. Anastomosis of the left inferior pulmonary vein 
with the splenic vein by delivering the splenic 
pedicle into the chest following splenectomy. 

3. Producing tricuspid insufficiency by a direct 
attack on this valve through the right ventricle. 

4. Ligation and division of the inferior vena cava 
just below the renal veins. 

The fourth procedure, ligation and division of the 
inferior vena cava, was performed on to patients 
with severe cardiac decompensation. The patients 
selected for operative treatment exhibited marked 
dyspnea at rest and had failed to respond to ade- 
quate medical treatment. The cardiac pathology in 
9 of the cases was mitral stenosis and in 1 case a calci- 
fied stricture of the aorta. The location of the stric- 
ture is not given. 

The authors preferred general anesthesia. They 
used either a combination of pentothal and curare 

















or cyclopropane and oxygen. Both methods per- 
mitted the use of high concentrations of oxygen. 

A right flank retroperitoneal approach to the vena 
cava was performed in all cases. Dissection was ex- 
tremely difficult in most instances because of the 
extensive edema encountered in the retroperitoneal 
area. The peritoneum itself was very fragile and 
easily perforated because of marked ascites. 

The results in this series were not impressive. 
Four of the patients died in the immediate postoper- 
ative period and 3 others within 5 months. Of the 
remaining 3 patients, only 2 were considered to have 
been benefited. Both can tolerate extensive activity 
and have remained well for more than a year. At 
best, the operation is only palliative, but the authors 
believe that more impressive and lasting results 
could be obtained if vena cava ligation were done 
before cardiac decompensation became completely 
intractable. Joun H. Fiynn, M.D. 


Light Shed by Blood-Vessel Surgery on Pathologic 
Physiology (Quelques enseignements de physiolo- 
gie pathologique donnés par la chirurgie vasculaire). 
RENE LERICHE. Presse méd., 1951, 59: 1189. 


According to the author, primary thrombosis does 
not exist. The condition is not the sequela of a blood 
disease, but of an anatomic or a functional modifica- 
tion of the blood-vessel wall. 

The artery of an extremity is an entity whose vari- 
ous segments act in solidarity. For instance, a cervi- 
cal rib may cause thrombosis of the axillary or the 
brachial artery; the subclavian artery may be nor- 
mal and arteriography shows that we are dealing 
with a thrombosis and not with an embolus. In 
other words, a spontaneous thrombosis may origi- 
nate at some distance from the traumatized segment 
of the artery. 

Prolonged spasm leads to alterations of the blood- 
vessel walls, with ultimate thrombosis. Repeated 
grafts of suprarenal glands in experimental animals, 
or the administration of adrenalin over a long period 
of time may produce thromboangiosis. Likewise, 
Raynaud’s disease may cause a thrombosis of the 
digital arteries. Not common frostbites, but a pro- 
longed exposure to cold is apt to lead to endarteritis. 

Strong pressure on an artery provokes a circum- 
scribed thrombosis, but slight pressure may cause a 
distant dilatation. This paradox phenomenon sug- 
gests that certain spontaneous aneurysms may be 
due to intermittent traumas. For instance, a popli- 
teal aneurysm may be the sequela of alternating 
flexion and extension of the knee. 

Arteriovenous communication is followed by a 
dilatation of the artery above, and of the vein above 
and below it. The tortuosity and elongation of the 
involved artery and vein may be related to disturb- 
ances in vasomotor innervation. 

Elongation and dilatation of the uterine and 
ovarian arteries in the course of gestation, and their 
subsequent return to normal dimensions and caliber 
are vivid examples of the importance of hormonal 
factors. Josern K. Narat, M.D. 
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The Action of Cold on Tissues in Its Relation to the 
Storage of Vascular Grafts (Greffes vasculaires 
restauratrices et action de froid zur les tissus en vue 
de la transplantation). Ep. REHN. J. internat. chir., 
Brux., 1951, 11: 388. 


The vascular transplant should be chosen from 
the mesenchymal tissues which constitute 50 per 
cent of the entire body mass. The autoplastic graft 
is, of course, the best; however, this graft also under- 
goes a complete transformation. The changes origi- 
nate in this type of graft from the resources of the 
transplant’s own tissues. In the homoplastic trans- 
plant, the powerfully regenerative mesenchymal 
cells maintain the implant. Here the transformation 
originates largely through the participation of the 
tissues of the surrounding tissues of the host. Never- 
theless, even here, the mesenchymal cells of the 
graft itself participate actively in the process of 
metamorphosis known as the healing-in of the im- 
plant. 

In the heteroplastic graft, the survival of the 
mesenchymal cells cannot be counted on. Both 
the heteroplastic and the alloplastic grafts are re- 
jected by the author for purposes of vascular anasto- 
moses. In vascular surgery, there is too great danger 
of stitch dehiscence or localized necrosis, both of 
which may result in immediate death of the patient 
(hemorrhage). 

On the whole, the healing-in of the properly chosen 
and properly implanted graft is rather more certain 
than it is in grafts in other parts of the body which 
are not related so closely with the oxygen-carrying 
blood stream. 

In recent years, arteriography has defined the 
permeability of the vascular sutures and of the 
vascular implant. Thus it has been found that not 
every clotting leads inevitably to an occluding 
thrombosis, especially not to a proliferating, or 
spreading, thrombosis. The clotting and the fibri- 
nolytic potentials seem to be loosely related to one 
another. This knowledge concerning the coagulative 
and the fibronolytic potentials, as well as that of the 
presence of heparin in the Ehrlich mast cells, and 
their effects, is of funhdamental significance in every 
form of vascular surgery. 

From the foregoing considerations it is evident 
why the autoplastic graft of sections of blood vessel 
(here the author refers exclusively to the veins) 
presents the most favorable material for a rapid and 
reactionless healing, and why the correctness of the 
assumptions is amply borne out by clinical ex- 
perience. 

Clinically, the use of the autoplastic grafts of the 
vein will be restricted by a too great difference in 
caliber of the two lumina—venous (or graft) lumen 
and arterial (or host) lumen. This restriction per- 
mits, practically, of grafting in this manner only 
vessels which are not larger than the subclavian 
and carotid arteries. Other hindrances to the auto- 
plastic venous graft are a restricted operative field 
and stitching difficulties due to the depth of the 
wound (pulmonary stenosis), rendering desirable, 
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on occasion, a homoplastic transplant. Such trans- 
plantations are possible when the vascular section 
to be transplanted is freshly removed from the body 
and is still vital. Such material is preserved in a 
state of lowered animation by special methods of 
immersion and refrigeration. 

The conserved material will remain vital for the 
longest period of time (19 days) in a refrigerator, 
and immersed in conserved blood. This blood is 
changed every fourth day. Material preserved in 
blood which is not changed, but under otherwise 
identical conditions, will remain vital for not longer 
than 14 days. In a mixed fluid consisting of BSS 
(modified Tyrode’s solution, according to Hanks), 
serum, and Tyrode’s solution, the transplant will 
remain vital for about 11 days. Results with 
Ringer’s solution and with physiologic saline have 
been bad. Preservation in alcohol or formalin, and 
under temperatures as low as —76° C., has been 
abandoned. On the whole, the favorable results in 
connection with the conservation of the implant 
material in blood is ascribed to the presence in this 
fluid of oxygen-carrying constituents. 

Before it is used, the vascular transplant may be 
tested for vitality by warming of the immersion 
fluid and by the addition of epinephrine to this 
fluid. On being removed from the refrigerator, the 
transplant must be placed at once in an oxygen- 
saturated medium (Tyrode, conserved blood). 

Of all the tissues in the average graft, the most 
important, with reference to retaining the permea- 
bility and stability of the graft, is the elastic com- 
ponent. In the thoracic aorta elastic tissue makes 
up go per cent of the entire thickness of the arterial 
wall. Tests have shown this tissue to be of almost 
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fantastic indestructibility, no matter what method 
of preservation is used. 

In conclusion, the author states that the homo- 
plastic implant fully justifies itself and is capable, 
in appropriate instances, of supplanting the auto- 
plastic venous transplantations. 

Joun W. BRENNAN, M.D. 


BLOOD; TRANSFUSION 


Experimental Study on the Influence of Carbon 
Dioxide on Blood Coagulation (Etude expéri- 
mentale de influence du coz sur la coagulation 
sanguine). REN& FONTAINE, PAuL MANDEL, MLLE. 
Amiot, and L. Hotpersacn. Presse med., 1951, 
59: 1025. 

The authors studied the prothrombin time in 4 
donors with and without venous stasis. In 2 the 
value increased in 5 and 10 minutes over that of the 
sample drawn without stasis, while in the other 2 the 
value remained constant in one and fell in the other. 
Studies were then made on 8 dogs, 4 of which showed 
a rise in prothrombin activity. The authors be- 
lieve that to obtain an accurate prothrombin de- 
termination no tourniquet should be used. 

A study of the effect of general anesthesia on blood 
coagulation was made on 6 dogs; it showed irregular 
results. In 4 other animals cyanosis was produced; 
these animals were later re-oxygenated. This showed 
a rise in prothrombin value with cyanosis which 
usually fell with re-oxygenation. The authors attrib- 
ute this finding to an increased carbon dioxide con- 
tent. Thus, it is believed that adequate oxygenation 
may help in preventing thrombosis. 

Tuomas C. Douctass, M.D. 














OPERATIVE SURGERY AND TECHNIQUE; 
POSTOPERATIVE TREATMENT 


Fallacy of a Current Surgical Fad—The Three- 
Minute Preoperative Scrub with Hexachloro- 
phene Soap. Puitip B. Price. Ann. Surg., 1951, 
134: 476. 

The results of this study show that the bacterial 
population of the hands of different people vary in 
susceptibility to synthetic detergents containing 
hexachlorophene (G-11). The fact that some indi- 
viduals harbor a bacterial flora that is resistant to 
the action of hexachlorophene injects a disturbing 
element into its exclusive use in preparing the hands 
for operation. Even in those persons whose cutane- 
ous bacterial flora has been shown by appropriate 
tests to be sensitive to hexachlorophene, an occas- 
ional brief wash with G-11 soap cannot be relied 
upon to keep the hands relatively free from infec- 
tious germs, even under rubber gloves or in ordinary 
conditions of life. 

Quantitative and qualitative tests of skin infec- 
tions using a serial basin hand washing method and 
a spot testing technique, with control of bacterio- 
static effects in culture, demonstrate that the pres- 
ently popular brief period of hand washing with 
soap or detergent is not as efficacious as one might 
expect. : 

Comparative studies show that the conventional 
scrub followed by a 3-minute wash in 70 per cent 
ethyl alcohol is much more effective bacteriologi- 
cally than a brief lathering with G-11 soap or 
phisoderm. OrvILLE F, Grimes, M.D. 


Access to the Pulmonary Hilum Elements by the 
Intrapericardial Route (Le vie di accesso intra- 
pericardiche agli elementi dell’ilo polmonare). L. 
Manzoccai and S. GARBERINI. Chirurgia, 1951, 
6: 65. 

The authors dissected the pulmonary hilum in 1o 
fresh cadavers. In 10 chest operations they inten- 
tionally opened the pericardium. They described 
four different approaches which they designate as 
left (anterior and posterior) and right (anterior and 
posterior) pericardiotomies. In addition they de- 
scribe a right and left inferior semicircular peri- 
cardiotomy. This completes the accessible ap- 
proaches to the pericardial sac. Drawings are used 
to illustrate the methods. 

The anterior approach is obviously easier than the 
posterior approach, and the left one is easier than 
the right. 

Patients are prepared for this surgery by the 
administration of quinidine sulfate, gr.1, in divided 
doses every 24 hours for several days. During the 
operation novocain is given intravenously, gr.2, in 
500 c.c. of physiological solution, drop by drop. 
From 15 to 20 c.c. of 2 per cent novocain is injected 
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into the pulmonary root and 5 c.c. of a 4 per cent 
solution is injected into the pericardial cavity. 
The approaches described are used in cases in 
which there is considerable difficulty in isolating the 
pulmonary vessels. 
The pericardial sac is opened and the pulmonary 
vessels are ligated within the pericardial cavity. 
Lucian J. Fronputi, M.D. 


Modifications of the Portal Venous Pressure After 
Infusion (Modificazioni della pressione venosa por- 
tale dopo trasfusione). E. CHIAROLANZA Ann. ital. 
chir., 1951, 28: 277. 

A series of 14 dogs was studied by laparotomy and 
exposure of the portal vein, or other convenient vein 
associated with the portal system. The animals were 
divided into several groups and were treated by in- 
fusion with physiological saline solution, 5 per cent 
glucose in water, glucose in physiological saline, or 
blood. 

In 2 animals the infusion was preceded by the 
withdrawal of 175 c.c. and 400 c.c of blood, respec- 
tively. The infusions were of varying volumes and 
were injected at varying rates. Observations of 
portal venous pressure were made directly, prior to 
infusion, and several times during the procedure. 
In 3 animals, comparison of the peripheral venous 
pressure with the portal pressure was made. It was 
found that the saline solution was well tolerated even 
when infused at rapid rates. A substantial elevation 
of portal vein pressure was found in each case. The 
reaction to the glucose solution was, in general, un- 
favorable, and a greater elevation of portal vein 
pressure was observed. In all animals, it was noted 
that the liquids introduced by femoral vein tended 
to concentrate in the portal vascular bed. Edema 
was apparent, and in several of the animals free fluid 
was noted in the peritoneal cavity. 

Several hypotheses are offered to explain the re- 
ported phenomena. __Epitn B. Farnswortu, M.D. 


Variations in Blood Volume and Extracellular 
Fluids Postoperatively (Variaciones del volumen 
sanguineo y liquido extracelular en el postoperato- 
rio). H. BENNETT, S. JARPA ORREGO, and H. ALEs- 
SANDRINI GREZ. Arch. Soc. cirujan., Chile, 1951: 3: 
I3I. 

The authors present a critical analysis of the fluid 
shift in the body during the first few days following 
operation, with special emphasis on the thiocyanate 
space. The material used was a group of men and 
women who were candidates for gastrectomy. The 
postoperative control was directed toward a study 
of preoperative alimentation in which a bland diet 
consisting of eggs, milk, and farinaceous foods was 
employed, and fluids and salt were administered. 
Determination of the plasma volume, the blood 
volume, and the thiocyanate space was according 
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to the Gregersen and Stewart method. Calculation 
of the total circulating proteins was according to the 
formula of plasma volume times the per cent of 
proteins over 100. The total circulating hemoglobin, 
likewise, was determined by formula consisting of 
the total volumes of blood times the per cent of 
hemoglobin over 100. Other calculations consisted 
of cell mass, blood volume deficiency, and deter- 
mination of per cent of protein and hemoglobin. 

Eighteen patients were studied according to these 
methods. The results showed that there was an in- 
crease in the thiocyanate space during the first few 
postoperative days; the plasma volume, whole blood, 
and total circulating proteins were also increased. 
There was a parallelism between the increased 
thiocyanate space and the plasma volume. The in- 
crease in the total circulation protein was equal to 
that of the plasma volume. The total cell volume, 
however, showed no great variation and the hemato- 
crit reading revealed a small direct relationship to 
the dropping in value of the globulin plasma im- 
mediately postoperatively, but increasing dis- 
proportionately to the plasma volume. 

STEPHEN A. ZiEMAN, M.D. 


Statistical-Clinical Contribution to the Problem of 
Threatened Thromboembolism (Ein statistisch- 
klinischer Beitrag zum Problem der Thrombo-- 
Emboliegefahrdung). M. WeENzt and R. KvueEHL- 
MAYER. Deut. Zschr. Chir., 1951, 269: 46. 


This study is concerned exclusively with the 
statistical aspect of the problem of threatened 
thromboembolism without discussion of the etiology 
of the condition. The term comprises clinically 
diagnosed thrombi, as well as emboli without mani- 
fest thrombi. 

During the period from 1933 until 1949 the Second 
Surgical Clinic of the University of Vienna admitted 
50,700 patients who were treated either conserva- 
tively or surgically. Thromboembolism was ob- 
served in 702; this figure does not include the ad- 
mission of patients with thrombosis or those in 
whom thrombophlebitis developed as the result of 
a local inflammatory process. An intermittent in- 
crease in frequency of thromboembolism was noticed. 
In those years in which this complication occurred 
with the greatest frequency, it was responsible for 
a greater percentage of fatalities from all causes than 
in other years. In other words, the mortality from 
embolism in relation to the total mortality was 
higher in certain years than in others. In 1945 the 
mortality from embolism was relatively low, where- 
as the total mortality was the highest for the entire 
period reviewed. 

The ratio of fatal pulmonary embolism, confirmed 
by autopsy, to clinically diagnosed thrombosis re- 
mained constant from year to year. Apparently, 
the mortality from embolism remained stationary 
during the period included in the report. 

The distribution of patients according to the age 
or sex underwent only slight fluctuations from year 
to year; also, the ratio of surgical cases to those in 





INTERNATIONAL ABSTRACTS OF SURGERY 


which conservative treatment was administered re- 
mained essentially unchanged. Furthermore, the 
percentage of various types of operations performed 
each year did not show any considerable change. It 
follows that none of these factors can be made re- 
sponsible for a periodic increase in frequency of the 
thromboembolic disease. 

The frequency of thromboembolism showed a 
steady rise with age, up to the seventh decade, a 
fall in patients beyond that age, with the peak in 
the sixth and the seventh decades. The entire group 
comprises 40.5 per cent males and 59.5 per cent 
females. 

Thromboembolism occurred, in descending order 
of frequency, as a complication of the following 
conditions: cancer of the colon; fracture of the femur; 
stomach cancer; cancer of the rectum; carcinoma of 
the gall bladder; and hypertrophy of the prostatic 
gland. As to the types of operation, the following 
are listed, also in descending order of frequency: 
reduction of fracture of the femur; operations for 
cancer of the colon, stomach, and rectum, respective- 
ly; prostatectomy; pulmonary resection for cancer 
of the lung; and cholecystectomy. 

Joseru K. Narat, M.D. 


Thromboembolism; an Analysis of Cases at the 
Charity Hospital in New Orleans Over a 12 Year 
Period. Atton OcHSNER, MicHAEL E. DEBAKEY, 
Paut T. DeCamp, and Evporico Da Rocua. 
Ann. Surg., 1951, 134: 405. 

The present report is based on the study of cases 
of thromboembolism admitted to Charity Hospital, 
New Orleans, from July 1, 1938 to June 30, 1950. 
During this period 647,868 patients were admitted, 
of whom 32,254 died. A total of 186,279 operations 
were performed, not including those on the eye, ear, 
nose and throat services. Thromboembolism was 
diagnosed in 1,223 cases (0.19%). 

A diagnosis of fatal pulmonary embolism was 
made in 476 instances, of which 383 were confirmed 
by autopsy. The frequency of fatal emboli based on 
the actual cases is 0.073 per cent. Of the 186,279 
patients operated upon, 106 had a fatal pulmonary 
embolus which, in 72, was confirmed by autopsy. 
The frequency of postoperative pulmonary emboli is 
actually 0.057 per cent. 

Thromboembolism occurs somewhat more fre- 
quently in the white than in the colored race. On 
the other hand, there was a slightly higher incidence 
of fatal pulmonary embolism in the Negro as com- 
pared with white patients, 106 and 87 respectively. 
Peripheral thromboses without embolism were high- 
er in the white than in the Negro patients. Thrombo- 
embolism occurs more frequently in men than in 
women and fatal pulmonary embolism was twice as 
frequent in men as in women. On the other hand, 
peripheral thromboses occurred more frequently in 
women. 

In the present study 467,350 adults and 180,300 
children were admitted to Charity Hospital, and of 
these, 1,186 adults and 37 children developed 




















thromboembolism. Four hundred and seventy-five 
of the adults and 31 of the children died. Thus, 
although the incidence of thromboembolism is higher 
in adults and even though the total number of fatal 
cases is higher in adults than in children, there is a 
relatively higher proportion of fatal cases in chil- 
dren. Up to 15 years of age the incidence of all hos- 
pital deaths is higher than the incidence of fatal 
pulmonary embolism, but after 15 the incidence of 
the former is lower than that of the latter. The 
greatest incidence of fatal pulmonary embolism in 
adults occurred at the age of 65. 

Of 871 cases of peripheral vein thrombosis, 789 
involved the veins of the lower extremity and the 
pelvis (go per cent); in 5 per cent the intracranial 
veins were involved; in 2 per cent the upper extrem- 
ity veins were involved, and in an additional 2 per 
cent other miscellaneous veins were involved. In 
the cases in which the veins of the lower extremity 
were involved, the left was involved more frequently 
than the right, and in 14 per cent the lesion was 
bilateral. 

A relatively high incidence of thromboembolism 
occurs on the gynecologic and surgical services, the 
lowest incidence being on the obstetrical service. 
The highest incidence of pulmonary emboli occurred 
on the medical service. Of pulmonary emboli per 
hundred thousand admissions on the medical serv- 
ice, 174 cases were fatal and 34 nonfatal. The highest 
incidence of fatal pulmonary emboli as compared 
with all the fatal emboli occurred on the pediatric 
and urologic services. Of 89 cases of pulmonary 
emboli in children, 86 were fatal, and of 96 cases of 
pulmonary emboli occurring on the urologic service, 
87 were fatal. 

In general there is a definite parallelism between 
the ratio of fatal pulmonary embolism to all hospital 
deaths, but two discrepancies are obvious. One 
discrepancy is a high incidence of fatal embolism on 
the gynecologic service as compared with a relatively 
low incidence of hospital deaths, which is due to the 
fact that patients with puerperal sepsis following 
criminal abortion are admitted to the gynecologic 
service. They have a high incidence of suppurative 
pelvic thrombophlebitis. Another discrepancy that 
is difficult to explain is the relative immunity of pa- 
tients with tuberculosis to fatal pulmonary em- 
bolism. 

Thromboembolism is a serious complication, asso- 
ciated with a high mortality. Of 1,223 cases at the 
Charity Hospital, 489 (40%) ended fatally. The 
fatality incidence was highest on pediatric service, 
67 per cent; urology, 40 per cent; gynecology, 27 per 
cent; surgery, 26 per cent; and obstetrics, 8 per 
cent. The relatively low mortality rate on a surgical 
service is believed to be due to the fact that in many 
patients fatality is prevented because of the recogni- 
tion of the lesion and prompt ligation of the vessel. 

Heart disease is associated with a higher incidence 
of fatal pulmonary embolism than any other 
disease. Twenty-five per cent of all cases of throm- 
boembolism occurred in patients with heart disease, 
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but 41 per cent of the pulmonary emboli occurrea in 
these cases. 

Except for the prevention of excessive trauma and 
infection, most of the authors’ efforts have been 
directed toward overcoming the precipitating factor, 
circulatory stasis. It was hoped to accomplish this 
by facilitating the venous return from the lower 
extremities by the application of compression band- 
ages to obliterate the superficial veins, having the 
patients take deep breaths to increase the negative 
pressure within the thorax, having them move their 
legs and contract the thigh muscles actively, and 
early ambulation. In order to detect early throm- 
bosis, the extremities are examined twice daily to 
detect evidence of thrombosis by eliciting tenderness 
and the presence of a positive Homans’ sign. 
Despite care, a large number of cases of fatal pul- 
monary emboli occurred in patients in whom there 
was no Clinical evidence of venous thrombosis before 
death occurred. ; 

The cases were divided into septic and nonseptic 
groups. An analysis of the records of the patients 
with fatal pulmonary emboli showed that only 26 
per cent of the nonseptic patients had an elevation 
of pulse rate which might be suggestive of venous 
thrombosis. In only 24 per cent of the septic cases 
and 17 per cent of the nonseptic cases was there any 
clinical evidence of involvement of the veins of the 
leg as determined by examination of the legs. In 
only 54 per cent of the septic cases and 38 per cent 
of the nonseptic cases was there clinical evidence of 
preceding pulmonary infarction, which suggested the 
existence of a clot somewhere from which emboli 
could originate. Combining all of these, in only 62 
per cent of the septic cases and 56 per cent of the 
nonseptic cases was there any clinical evidence of 
the venous thrombosis, which would suggest the 
presence of clot in the cases of fatal pulmonary 
embolism. The authors were thus unable to find any 
clinical evidence of antecedent thrombus in approxi- 
mately 4o per cent of the fatal cases. 

A total of 871 patients received no specific therapy 
to prevent the extension of thrombosis. In 478 
patients pulmonary embolism occurred, with a fatal 
outcome in 422, or 88 per cent Interruption of veins 
proximal to venous thrombosis was employed in 201 
patients. No emboli developed in 71 individuals 
with phlebothrombosis or in 33 patients with non- 
suppurative thrombophlebitis, following appropriate 
vein ligation. Of 70 individuals with venous throm- 
bosis associated with pulmonary embolism, vein 
ligation was applied too late in 3 patients, and an 
ovarian vein was missed at operation in a fourth 
one, resulting in a fatal outcome. In 8 cases, vein 
ligation applied as conceived failed to prevent 
emboli which led to a fatal outcome. The incidence 
of failure of vein ligation was 11.4 per cent in those 
cases in which embolus had already occurred. 

Anticoagulant therapy, consisting usually of hepa- 
rin and dicumarol, was administered in 109 patients. 
This therapy failed in 11.7 per cent of 60 cases asso- 
ciated with pulmonary embolism. Venous ligation 
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and anticoagulant therapy both were employed in 
13 patients. 

In an attempt to prevent venous thrombosis and 
to avoid the large group of cases of fatal pulmonary 
embolization where there are no antecedent signs 
of such occurrence, the authors have studied the use 
of alpha tocopherol combined with calcium as an 
antithrombin to prevent such occurrence. Of 246 
cases in a control group, 150 had antithrombin levels 
of 1 to 16 or greater. They feel that this is a safe 
level. In this group of 150 there was 1 case of non- 
fatal pulmonary embolism postoperatively. Ninety- 
six patients had antithrombin levels of less than 1 to 
16, of whom 23 developed intravascular clotting, 
5 had fatal pulmonary emboli, and 1 other patient 
died of cerebral thrombosis with an antithrombin 
level of 1 to 4. None of these were treated with 
alpha tocopherol. There were 457 patients to whom 
alpha tocopherol and calcium were administered 
postoperatively, 442 of whom had antithrombin 
levels of 1 to 16 after treatment. In this group there 
were 2 patients with pulmonary embolism. In one 
of these the pulmonary embolism was the cause of 
death. There was 1 other fatality from pulmonary 
embolism. LeRoy J. Kiernsasser, M.D. 


Early Rising After Operations and After Child- 
birth (Ueber des fruehaufstehen nach Operationen 
und im Wochenbett). H. BuscuBeckx. Deut. med. 
Wschr., 1951, 76: 1112. 


By the term “early risers,” the author has in 
mind those women who were gotten out of bed before 
the fifth postoperative day; by late risers, those 
rising after that period. 

From the gynecologic clinics of the Freiburg and 
Wuerzburg Universities, the author has studied the 
reports of 1,846 laparotomies in which the patients 
rose early and 6,583, in which late rising was prac- 
ticed. Among the late risers there were 16 fatal 
emboli (0.87 per cent, +0.22 per cent). Among the 
early risers there were 11 fatal emboli (0.17 per cent, 
+0.05 per cent). The percentage difference between 
the two groups was thus approximately 0.70 per 
cent, and the incidence of pulmonary embolus was 
5 times as great as among the early risers. 

A total statistical material of 731,209 childbirths 
is presented. Of these, a special material of 678,480 
patients suffered fatal pulmonary embolus, which 
was confirmed at autopsy. The remainder is con- 
cerned with the frequency of thromboses and emboli 
which were not confirmed by autopsy. Of the 
678,480 patients, 620,205 were late risers (after the 
fourth day) and 58,275 were early risers (first to 
third day). In the former group there were 194 fatal 
emboli (0.031 per cent, +0.002 per cent). In the 
latter group there were 3 fatal emboli (0.005 per cent, 
+0.003 per cent). Here the percentage difference 
was 0.026 per cent. The difference is thus statistical- 
ly valid, despite the great divergence in numbers of 
the two groups. 

If the fourth and fifth-day risers are considered 
as early risers, there results 579,047 late risers (from 
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the sixth day on) and 99,432 early risers (first to 
fifth day). In the former group there were 190 fatal 
emboli (0.033 per cent, +0.002 per cent) and in the 
second group, 7 fatal emboli (0.007 per cent, +0.- 
003 per cent). Here again the difference is statisti- 
cally valid. 

In testing the claims of von Jaschke, that the 
advantages of early rising are not of sufficient 
prominence to be appreciable, the author divided the 
material into 41,157 patients rising in the period 
from the fourth to the fifth day of the puerperium, 
and 58,275 rising in the period from the first to the 
third day. In the former group there were 4 fatal 
emboli (0.097 per cent, +0.005 per cent). Thus it is 
seen that the difference between these two groups 
is not completely valid statistically, but does present 
a likelihood of 95.45 per cent. For the validity of 
this demonstration, more material must be gathered. 

Thus, in the total material it is found that fatal 
pulmonary embolism among the late risers comprises 
about 1 in 3,000 (3,197), while among the early risers 
the figures give about 1 in 20,000 (19,425). 

However, the total number of reported early 
risers is noticeably meager and, in the author’s 
opinion, denotes a distrustful attitude towards the 
early rising technique. He assumes that the previ- 
ously emphasized harmful effects from the early 
rising method are the result of improper application 
of the same, and that such harmful effects are 
therefore avoidable. Joun W. Brennan, M.D. 


ANTISEPTIC SURGERY; TREATMENT OF 
WOUNDS AND INFECTIONS 


Observations and Clinical Studies of 372 Cases of 
Tetanus (Beobachtungen und klinische Erfah- 
rungen an 372 Tetanusfaellen). WoLFGANG KOELE. 
Deut. Zschr. Chir., 1951, 269: 37. 


In Europe, tetanus occurs with the greatest fre- 
quency in certain regions of France, such as Cham- 
pagne and Aisne, also in Holland, the Rhineland, 
and in Austria. Not less than 611 patients with 
tetanus were treated during a 40 year period at the 
University of Graz, Austria. Of this large group, 
the author reviews 372 cases observed during the 
period from 1927 to 1947. : 

While tetanus is relatively rare in the mountainous 
portion of the Steiermark district, it occurs nearly 
endemically in the eastern and western flat zones of 
this province. This is probably partially due to more 
extensive agriculture and cattle raising in the last 
mentioned areas, although other obscure factors 
must also play a role. 

About 60 per cent of the patients belonged to the 
farming population, whereas only 0.54 per cent were 
factory workers. In the order of frequency, the 
second decade of life occupied the first place and 
the first decade the second place. The majority of 
infections occurred in the spring and in the summer. 
Injuries of the feet were recorded in §5 per cent, 
and of the hands in 31 per cent of the entire group. 
Lacerated wounds were recorded in 98.39 per cent 
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and wounds caused by missiles were recorded in 
only 0.82 per cent of the entire group. The rarity 
of tetanus following injuries by missiles is undoubt- 
edly due to prophylactic treatment of the armed 
forces. The incubation period ranged from 2% to 
42 days. Josern K. Narat, M.D. 


The Treatment of Tetanus Exclusively with Large 
Doses of Penicillin (Tratamiento del tétanos ex- 
clusivamente con penicilina a grandes dosis). RAMON 
Puic. Dia méd., B. Air., 1951, 23: 2006. 

The efficacy of the treatment of tetanus employing 
large doses of penicillin is demonstrated in this 
report of 6 cases. The dosage recommended was 
250,000 units every 6 hours, with a maximum rang- 
ing up to 20,000,000 units. The results were rather 
spectacular, the toxicity as well as the muscular 
tetany disappearing in a few days. Penicillin treat- 
ment does not preclude the administration of anti- 
toxin in the usual dosage. The course of the disease, 
however, is more effectively shortened by penicillin 
therapy alone than by any previous method thus 
far employed. STEPHEN A. ZremaNn, M.D. 


ANESTHESIA 


A Consideration of Anesthesia in Certain Cases of 
Esophageal Surgery (Considerazioni sull’anestesia 
in alcuni casi di chirurgia dell’esofago). A. TRa- 
PANI. Riforma med., 1951, 65: 997. 


In surgical procedures upon the esophagus which 
may require the opening of both pleural cavities, 
the maintenance of adequate ventilation is of ut- 
most importance. An inefficient control of respi- 
ration may lead to an irreversible acidosis. The 
author describes 3 cases of cardiac arrythmia which 
he has encountered during his practice. A definite 
cause was responsible for the condition in each case, 
and a different kind of treatment was required. 

The author points out that while the margin of 
respiratory safety is great with a closed thorax, it 
is minimal with an open thorax. Various compli- 
cations may suddenly arise and lead to irreversible 
changes in a short time. The author concludes that 
anesthesia in surgery of the esophagus requires con- 
stant observation and attention. 

Lucian J. Fronputi, M.D. 


Observations and Critical Considerations of 220 
Cases of Endotracheal Anesthesia (Osservazioni 
e considerazioni critiche su 220 casi di anestesia con 
intubazione tracheale). VincENzo NocitTi. Gior. 
ital. chir., 1951, 7: 425. 

After visiting various clinics, the author instituted 
endotracheal anesthesia at the Monza Hospital. He 
relates his experience with the administration of 
endotracheal anesthesia in 220 cases. The advan- 
tages and the disadvantages are listed. 

The author concludes that endotracheal intubation 
represents a notable progress in anesthesia. Inhala- 
tion type anesthetics should be used as they are 
more easily controlled and eliminated. Curare and 
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barbiturates are also used but in small doses, and 
possibly fractionated in order to test the individual 
sensitivity of the patients. The author believes that 
not only does the sensitivity vary from patient to 
patient, but also in the same patient, depending 
upon the subjective and contingent conditions. 
Lucian J. Fronputi, M.D. 


The Clinical Application of Automatic Anesthesia. 
Donatp E. SOLTERO, ALBERT FAULCONER, JR., and 
REGINALD G. BickrorD. Anesthesiology, 1951, 12: 
574- 


Changes in the electroencephalographic pattern of 
man and animals undergoing anesthesia have been 
the subject of investigation on the part of many 
research workers. It has become apparent that a 
consistent relationship exists between the total 
electric energy output derived from the scalp leads 
used and the depth of anesthesia.. Upon the basis 
of these findings, studies on animals were under- 
taken by Bickford, by which it was demonstrated 
that this relationship existed in laboratory animals 
for both thiopental sodium (pentothal sodium) and 
ether. As an outcome of these investigations a de- 
vice was constructed which integrated the energy 
output represented in the brain waves. This device 
was designed in a manner which allowed the fre- 
quency of activation of a relay to be proportional to 
the energy output. Thus, as the energy output be- 
came less with deepening anesthesia, the frequency 
of activation of the relay became less. 

The authors’ report concerns 50 cases in which the 
automatic control of anesthesia has been maintained. 
Thirty-one patients were males and 19 were females, 
and the ages ranged between 24 and 78 years. An 
analysis of the records of these cases revealed a total 
anesthesia time of 93 hours, of which the total dura- 
tion of automatic maintenance was 69 hours. 

The authors do not propose the substitution of a 
complex electromechanical machine for a competent 
anesthetist. However, they feel that certain applica- 
tions of this method offer sufficient promise of 
practical value to warrant serious consideration. 
These applications can be considered according to 
four major categories: 

1. The device may find a field of usefulness in 
clinical anesthesia when applied under circum- 
stances in which the prolonged maintenance of an 
even level of anesthesia is desirable. 

2. If therapeutic value should be indicated in the 
prolonged maintenance of narcosis, it is reasonable 
to assume that this method might be adapted to that 
purpose. 

3. Perhaps the greatest immediate value to be 
derived from the use of this method lies in the field 
of its research application. 

4. In a more general way it is believed that the 
development of automatic control of anesthesia 
opens wide interesting possibilities of automatic 
control in the entire field of medicine. 

The authors also propose that the name “servo- 
anesthesia” be applied whenever reference is made 
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to a system for the administration of an anesthetic 
agent on the basis of feed-back principles. 

The steps leading up to the development of a de- 
vice for the automatic electroencephalographic con- 
trol of depth of anesthesia in surgical patients are 
reviewed. The “‘servoanesthetizer” is based upon 
the principle that the output of cortical electric 
energy falls off consistently in relation to the in- 
creasing depth of surgical anesthesia. The servo- 
anesthetizer functions on the principle of a feedback 
mechanism with a certain degree of self compensa- 
tion for errors introduced. It embodies an amplifier 
and integrating circuit for converting cortical elec- 
trical energy into electric pulses which are utilized in 
activating a mechanism for administering ether to a 
patient. An analysis of the records revealed (a) that 
in 50 cases 74 per cent of the total anesthesia time 
was controlled by the servoanesthetizer, and (b) 
that safe surgical electroencephalographic levels of 
anesthesia were maintained 95 per cent of the time 
during which servoanesthesia was continued. The 
values of servoanesthesia, actual and potential, are 
discussed. 


Nerve Damage Following Intrathecal Injection of 
Amethocaine Hydrochloride (Pontocaine Hydro- 
chloride). R. J. Stour. Current Res. Anesth., 1951, 
30: 290. 

This is a case report of paralysis following the 
accidental spinal injection of a solution of ametho- 
caine hydrochloride (pontocaine hydrochloride). 
During a paravertebral and brachial block, 1/1000 
amethocaine with 1/300,000 adrenalin in normal 
saline, inadvertently injected into the subarachnoid 
space, caused ‘‘cerebral’’ subarachnoid anesthesia 
and cessation of respiration. Following 30 minutes 
of controlled respiration, the respirations were re- 
sumed. Six and one-half hours after the subarach- 
noid block the patient recovered consciousness. His 
condition was good except for flaccid paresis of the 
hands. On the second and third days paresis of 
the hands had disappeared. After a course of physio- 
therapy all pain and hyperesthesia had disappeared 
from the right hand, and hyperalgesia in the left hand 
became more pronounced. Ten months after develop- 
ment of the nerve lesions the patient was observed to 
have wasted, flaccid, and useless hands, and he was 
unable to resume his employment which involved a 
certain amount of writing. 

The lesion appears to be a bilateral motor paresis 
corresponding with the seventh and eighth cervical 
and first thoracic segments. The possible etiology 
was discussed and the most reasonable explanation 
was that the bilateral radiculitis was produced by 
the solution of amethocaine hydrochloride. What 
the effect of the vasoconstrictors was in this instance 
is difficult to say, as the amount used was extremely 
small (.03 mgm.). Permanent nerve damage has 
been produced by spinal injection of all the well 
known local anesthetic agents and it was therefore 
suggested that the paresis in this case was due to the 
toxic action of amethocaine hydrochloride in the 
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presence of a mildly vasoconstricting concentration 
of adrenalin. Mary Karp, M.D. 


The Oximeter—A Technical Aid for the Anesthe- 
siologist. C. R. StepHEN, H. M. Srater, A. L. 
Jounson, and P. SEKeELj. Anesthesiology, 1951, 
12: 541. 


The oximeter provides a continuous method of 
recording changes in saturation of arterial blood. 
It indicates the slightest oxygen unsaturation in the 
peripheral arteries and thus allows an anoxemic 
trend to be recognized early. 

Kramer and Matthes, two German scientists, in- 
dependently introduced methods of determining the 
oxygen condition of arterial blood by the photo. 
electric technique. In North America, Millikar 
adapted the principle to the practical use of inform- 
ing high altitude fliers when extra oxygen was 
necessary to maintain normal arterial tension. The 
limitation of the Millikan oximeter and others like 
it is that it records only relative changes in oxygen 
saturation. After the war, Wood devised an instru- 
ment which records absolute values accurate to 
within plus or minus 3 per cent. 

The instrument employed in the present studies, 
the oximeter of Wood and Geraci, was developed by 
the Department of Physiology, McGill University, 
and the Children’s Memorial Hospital, Montreal. 
It differs from the Millikan oximeter in its electric 
currents and mode of operation. The absorption in 
the tissues of the ear is distinguished from the ab- 
sorption due to hemoglobin by measuring separately 
both radiations transmitted by the pinna when it is 
flushed with blood and when the blood is excluded 
by pressure. From the four readings obtained, the 
value of the oxygen saturation can be calculated. 
It is not necessary to preset the instrument to known 
oxygen saturation, and thus the Wood oximeter pro- 
vides absolute values of arterial oxygen saturation. 
The oximeter was calibrated and standardized by 
withdrawing three or four samples of arterial blood 
from children preoperatively at various levels of 
oxygen saturation. The femoral artery was selected 
for arterial puncture, and blood specimens were 
drawn with the patient breathing 100 per cent 
oxygen. 

The course of the 89 children was followed care- 
fully with the Wood oximeter, and during operation 
useful information was obtained by observing the 
changes which occurred in oxygen saturation. In 42 
per cent of the 59 cases in which vinethene and ether 
were used, induction breath-holding occurred and 
caused arterial unsaturation. The necessity of main- 
taining adequate respirations by actively assisting 
the tidal exchange was demonstrated. The oximeter 
also showed that if hypoxia is to be avoided, a con- 
stant flow of oxygen under the ether mask should be 
allowed to enrich the inspired air. Of the 78 children 
who were intubated during oximetry, 24 per cent 
showed an immediate fall in arterial oxygen satura- 
tion. Most of these reactions could be avoided by 
waiting to intubate until a moderately deep plane 























of anesthesia has been reached. With adequate 
ventilation during thoracic operations, no decrease 
in arterial oxygen saturation occurred during the 
period in which one lung was collapsed. During 
extubation, potential reflex laryngospasm might 
occur, leading to severe unsaturation of the blood. 
In its present phase of development, the oximeter 
presents certain limitations. The ear may be burned 
if care is not practiced to turn off the oximeter, 
temporarily at least, every 30 minutes. Technical 
assistance is required for its proper operation and 
maintenance. At the moment it should be regarded 
as a Clinical research tool which yields valuable in- 
formation relative to the degree of oxygen saturation 
of the arterial blood from minute to minute. _ 
Mary Karp, M.D. 


SURGICAL INSTRUMENTS AND APPARATUS 


The Adrenal Cortical Hormones and Homografting: 
Exploration of a Concept. Puxitie A. WEISMAN, 
WitiraM C. QuinBy, Jr., ANNE WIGHT, and Brap- 
FORD CANNON. Ann. Surg., 1951, 134: 506. 


The authors present the case histories of 5 pa- 
tients who received extensive burns which required 
skin-grafting. An effort was made to successfully 
use homologous skin grafts by the simultaneous ad- 
ministration of ACTH in 4 patients and cortisone 
in 1 patient. The dosages of the drugs were well 
controlled by frequent quantitative studies of the 
circulating blood eosinophiles and urinary 17-keto- 
steroids as well as by the clinical response of the 
patient. The 4 patients received ACTH for periods 
varying from 24 to 140 days. The cortisone-treated 
patients received a total of 3.76 gm. of cortone 
during a 34-day period. Three of the 5 patients 
demonstrated an increase of the circulating eosino- 
philes during the period of homograft desquamation. 
This adds support to the concept that homografts 
fail as a result of an immune reaction. 
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In 2 instances, an improved mental outlook, in- 
creased appetite, and a general feeling of well-being 
were noted. The ability of these patients to main- 
tain an adequate dietary intake immediately fol- 
lowing a severe burn and during a period of exten- 
sive grafting seems to be of great advantage. Skin 
donors were selected with care, as in the case of 
blood donors. 

The authors conclude that ACTH and cortisone 
do not prolong the survival of the split thickness 
homologous skin grafts in man. Following the 
slough of each homograft, granulations were seen 
to form as usual regardless of continued ACTH or 
cortisone therapy. In each instance these denuded 
areas were grafted with the patient’s own skin. 
Neither drug had any effect on the initial survival 
or subsequent appearance of the autografted skin. 
Epithelialization of the donor sites was not delayed 
and healing occurred within the usual 12 day period. 

OrvILLE F. Grimes, M.D. 


The Effect of ACTH and Cortisone on the Survival 
of Homologous Skin Grafts. Epwrn H. Ettison, 
Bruce C. Martin, Rocer D. Wittrams, H. WIL- 
LIAM CLATWORTHY, and Others. Ann. Surg., 1951, 
134: 495. 

Experimental evidence suggests that the concept 
of the efficacy of adrenal cortical hormones in homo- 
grafting can be discarded. ACTH and cortisone 
failed to prolong the survival time of homologous 
skin transplants. One must conclude that either 
these drugs did not inhibit the development of 
sensitivity or immunity to homografts or the failure 
of homografts is not to be explained on the basis 
of acquired sensitivity. 

The authors emphasize that these negative ob- 
servations with respect to ACTH and cortisone do 
not diminish the usefulness of the skin homografts 
as a temporary dressing for the severely burned 
patient. OrvILLE F. Grimes, M.D. 








ROENTGENOLOGY 


Roentgen Therapy of Thyrotropic Exophthalmos 
(La roentgenterapia dell’esoftalmo tireotropico). 
Franco Fossati and FRANCO SILVESTRINI. Radiol. 
med., Milano, 1951, 37: 609. 

Numerous observations confirmed the belief that 
properly employed x-ray therapy is able to depress 
the functions of the diencephalic and pituitary 
centers and to cause regression of alterations of the 
retrobulbar tissues which accompany exophthalmic 
goiter. Such observations justify diencephalo- 
pituitary-orbital irradiation in patients with thyro- 
tropic exophthalmos. 

Thyrotoxic exophthalmos which accompanies 
Graves’ disease is due partially to volumetric and 
functional alterations of extrinsic striated orbital 
muscles caused by increased thyroxin contents of 
the blood, and partially to increased sympathico- 
tonus with resulting hypertonus of the smooth 
orbital muscles. On the other hand, thyrotropic or 
pituitary-diencephalic exophthalmos is attributable 
to an excess of thyrotropic pituitary hormone which 
produces changes in the fibroadipose tissues and the 
muscles of the orbit. The resulting proptosis of the 
eyeballs is not necessarily accompanied by mani- 
festations of hyperthyroidism. 

In contradistinction to thyrotoxic exophthalmos, 
in the thyrotropic type the upper lids are not re- 
tracted, the eyes do not have the typical luster, and 
there is no dilatation of the pupils, but there may be 
chemosis, conjunctivitis, corneal erosions, or atrophy 
of the optic nerve. The condition is much more 
frequent in men than in women. 

In 2 of 6 such cases of thyrotropic exophthalmos 
roentgen therapy produced complete success, and in 
2 it produced amelioration; in 2 cases failure 
resulted. 

X-rays were applied bilaterally through orbito- 
temporal and frontal ports of entry. 

Joseru K. Narat, M.D. 


Viscous Per-Abrodil M, 35 Per Cent, in Cerebral 
Angiography (Der Darstellung der Hirngefaesse 
mi viskoesem Per-Abrodil M, 35 %). K. ALBRECHT 
and W. DressterR. Fortsch. Roentgenstrahl., 1951, 
74: 689. 

The authors point out that the use of thorotrast 
is no longer advisable in cerebral angiography, be- 
cause of its latent carcinogenic effects. In addition, 
they report the reactions of thorotrast in the Kupfer 
cells of the liver ro years after angiographic visualiza- 
tion of a carotid aneurysm. They state that a satis- 
factory and improved contrast medium, viscous 
per-abrodil M (35%), is now available. Contrasting 
photographs of thorotrast and per-abrodil M are 
shown, as well as photographs of meningiomas and 
a parietal tumor in angiographic outlines. 
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This new viscous preparation presents sharper 
contrasts, is almost painless, and more free of un- 
desirable side effects than are other solutions. The 
authors conclude that compatibility is enhanced by 
previous injection of the stellate ganglion, and that 
better visualization of the vessels is thus obtained. 

JANE C. MacMittan, M.D. 


The Value of Ventriculo encephalography in Plan- 
ning Roentgen Therapy for Brain Tumors. 
EucENE P. PENDERGRASS and JoHN M. P3HILLIPs. 
Am.J. Roentg., 1951, 66: 603. 


The purpose of this article is to report the au- 
thors’ experience with ventriculoencephalography in 
planning roentgen therapy for brain tumors. The 
term ‘‘ventriculoencephalography” is used to desig- 
nate encephalography and ventriculography when 
carried out simultaneously. This procedure is rec- 
ommended for every patient who is to receive 
roentgen therapy. It is valuable in showing the 
changes following operation, the size and position 
of the lesion, and the appearance of the ventricles 
and subarachnoid spaces; and, most important, it 
provides a base line from which conclusions as to 
the effect of treatment may be drawn. The infor- 
mation so provided is essential for planning the 
optimum number and size of treatment portals 
necessary to irradiate the entire Jesion without in- 
cluding areas of normal brain tissue which could be 
spread. 

Five cases are reported with photographic repro- 
ductions of ventriculoencephalograms or ventriculo- 
grams of each. Three were medulloblastomas, 1 
was an ependymoma and 1 a frontoparietal tumor 
in which biopsy was inconclusive (possibly a cranio- 
pharyngioma). Details are given for the irradiation 
therapy and the later course of these tumors, ventri- 
culoencephalograms playing an important part. 

It is important that roentgenograms be made in 
both the erect posture and the horizontal posture, 
and compared. Lateral views in the erect posture 
often give information about the cisterna chiasma- 
tica and middle fossa, for which one cannot rely on 
the horizontal roentgenogram. The lateral view in 
the horizontal posture is most informative for lesions 
in the fourth ventricle and posterior fossa. The 
third and fourth ventricles may be demonstrated 
in the horizontal posteroanterior and anteroposteri- 
or roentgenograms when they are not seen in the 
erect posture. 

In the past, the lack of good localization of the 
site and extent of brain tumors for planning ade- 
quate roentgen therapy may have accounted for 
the wide difference of opinion concerning the value 
of irradiation. Ventriculoencephalography provides 
this localizing information and gives evidence of 
residual disease following operation, allowing esti- 
mation of the progress or recession of a tumor follow- 





















ing roentgen therapy and demonstrating multiple 
lesions as in metastatic carcinoma. 
ANTOLIN RavENTos, M.D. 


Discussion on Myelography. Hucx Davies, R. G. 
Rew, G. K. Turton, T. RicHAarD RILEy, and 
Others. Proc. R. Soc. M., Lond., 1951, 44: 881. 


Davies. The history of myelography goes back to 
1921, when Lafay experimented with the ‘“‘treatment 
of epidemic encephalitis by strong injections of 
iodized oil.” Several contrast media have been 
used. Pantopaque has become, since its introduc- 
tion, the contrast medium of choice in the United 
States and in England. In a series of 106 myelog- 
raphies no symptoms or signs of reaction were noted 
after myelography with 6 c.c. of this medium, no 
attempt being made to remove it. On later examina- 
tion of 26 of these cases it was found that the medium 
had become fixed, in many, partly in the basal 
cisterna. Six cubic centimeters of contrast medium are 
essential in the average case. The lumbar route is 
preferred except in the rare cases in which it is 
necessary to define the upper limit of a space-occu- 
pying lesion. It is safe to leave any normal amount 
of contrast medium in situ. After lumbar injection 
of the material the position of the medium is con- 
trolled by screening and films taken in both planes. 
Myelography may be indicated for three reasons: 
to localize a lesion of which the clinical level is 
doubtful; to show or exclude multiple lesions, per- 
haps either neoplasms or some protruded discs; and 
to afford evidence as to the extent of a space-occupy- 
ing lesion or as to whether it is likely to prove intra- 
medullary or extramedullary at operation. The most 
difficult problem in myelography is the correct 
assessment of partial defects, especially when the 
contrast medium has become fragmented into drop- 
lets. In all cases the examination should be carried 
from the sacral to the cervical region, even in those 
in which lumbar symptoms only are present. 

Rep. In myelography, the hollow structure is a 
tube formed by the dura mater with its inner lining 
of closely adherent arachnoid. However, the cavity, 
the subarachnoid space, is not, as it were, a void as 
that of the alimentary tract, the ventricular system, 
and the bronchial tree because passing through the 
greater part of its length is the spinal cord closely 
invested by pia mater, forming a central core, which 
therefore converts the space into a shallow water 
jacket. The vast majority of spinal tumors, with the 
exception of chordomas and metastases, do not 
infiltrate the surrounding bone and are benign. 
They often cause changes in the surrounding osseous 
structures because of pressure. The bone becomes 
decalcified and later, if the pressure continues, 
eroded and destroyed. In their earlier stages these 
effects may easily be overlooked. Later, attention 
may be drawn to them at the time of myelography. 
The earliest sign of bone erosion is usually to be 
found in the pedicles. Spinal tumors should be 
classified according to their relationship with the 
subarachnoid space. The two groups are intra- 
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medullary and extramedullary. Intramedullary 
tumors, as they grow, expand the cord outward into 
the space and form a fusiform defect within it. The 
intramedullary tumor is the most readily recogniz- 
able. In the absence of complete obstruction, the 
outward swelling of the cord produces a fusiform 
filling defect in the cont.ast medium greatest at the 
midportion of the tumor and fading off at its point 
of mergence with the n.rmal cord. If obstruction is 
complete, a symmetrical concave filling defect in the 
contrast shadow will reveal it. This group forms 
some 20 per cent of all intraspinal neoplasms, which 
are histologically similar to the gliomas of the brain. 
The most common is the ependymoma arising from 
the lining of the central canal. It is a slow-growing 
type, often symptomless until of large size, which 
causes bone changes in a high percentage of cases. 
Other gliomatous types attain a large size without 
causing bone erosion—perhaps because they are 
more rapid in growth. The most common non- 
gliomatous intramedullary tumors are syringomyelic 
cavities. Another common and essentially intra- 
medullary lesion is the angiomatous malformation 
which produces a characteristic myelographic ap- 
pearance. The swelling of the cord by an intra- 
medullary tumor which gradually occludes the sub- 
arachnoid space, separates and widens the space 
between the anterior and posterior nerve roots, 
opening out the root pockets into which the contrast 
medium flows, so that they appear larger than 
normal. Extramedullary tumors, on the other hand, 
obliterate the root pockets. Of the extramedullary 
tumors, those which are intradural in position, when 
nonobstructing and therefore completely surrounded 
by contrast medium, show as a sharply defined fill- 
ing defect; however, it is exceptional to catch them 
at this stage. Commonly, obstruction is virtually 
complete, at which time the margin of the tumor 
only will show as a “‘crescentic” defect against the 
contrast medium. The problem now facing the 
radiologist is the determination of the site of attach- 
ment of the tumor—be it anteriorly, posteriorly, or 
laterally disposed. We think that this may be 
solved if and when a filling defect in the contrast 
medium due to the displaced cord is seen. Intra- 
dural extramedullary tumors form approximately 
60 per cent of all spinal neoplasms. As a whole, they 
frequently cause local bone erosion, but certain 
types are more prone than others to do so. The most 
common type of meningioma tends to confine itself 
to the thoracic region and cause minimal bone 
changes. Neurofibroma occurs at any level; it is 
bone destructive and may extend into, and distort, 
the normal paravertebral soft tissue shadows. Extra- 
dural tumors, forming the remaining approximately 
20 per cent of intraspinal neoplasms, are likely to be 
disclosed because of their effects on the paravertebral 
soft tissues, in addition to their erosive action on the 
adjacent bone. The most common are the menin- 
gioma, neurofibroma, and secondary carcinoma, 
similar in reaction to their intradural counterparts, 
and which, because of their position, have the 
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opportunity of attacking the heads of the ribs. 
Others are the hemangioma, producing the char- 
acteristically striated vertebrae, and the chondroma, 
arising from the margin of the intervertebral disc, 
and, of course, the ubiquitous retropulsed disc, 
which is an extramedullary intraspinal tumor. 
Myelography is not usually used for lumbar disc 
lesions but is used for disc lesions in the cervical 
region. 

TuttTon. From the surgeon’s standpoint, myelog- 
raphy helps to establish the existence of a tumor and 
its exact site. The spinal cord is enclosed in dense 
bone, and therefore operation on a spinal tumor 
must be at precisely the right level. Myelography 
is not suitable for all cases. Some patients are not 
fit enough for it, while others, when examined by 
means of plain x-rays and in the light of the clinical 
findings, will reveal a precise localization. The fol- 
lowing analysis of 105 consecutive cases of spinal 
lesions shows that myelograms were made in 60 per 
cent of the total cases, in 80 per cent of the tumor 
cases, in all of the cervical disc cases, but in only 
15 per cent of the lumbar disc cases. Myelography 
has not been used extensively in the last group 
because the decision to operate was based more on 
clinical signs and symptoms. Patients with acute 
extradural spinal abscesses should never be sub- 
jected to myelography—and indeed it should never 
be necessary in these urgent cases. Chronic extra- 
dural granulomas, of which there were none in this 
series, will usually require myelography. The author 
used air myelography on some half dozen occasions 
in the past 2% years, but not with great success. It 
is potentially of great value provided that an inde- 
terminate result does not deter one from using 
another contrast medium. It should be a valuable 
method of showing up the cord and its shift above 
and below the lesion. Thirty myelograms were 
made by the cisternal, and 33 by the lumbar, route. 
Broadly speaking, the cisternal route is used for all 
cervical or upper dorsal cases and the lumbar route 
is used for the lesions below about T6. Certainly, the 
cisternal route is the best for patients with cervical 
disc lesions. Often, too, in thoracic tumors when all 
that is wanted is a level which can be exactly marked 
on the skin, and the procedure means only that the 
patient be sat up or supported in front of the screen 
for 5 minutes, the cisternal route is the best route. 
The subarachnoid space is the key to the situation 
because myelography is really the visualization of 
this normally capacious space. The suspension of 
the cord in the cerebrospinal fluid is lateral by the 
nerve roots and ligamenta denticulata which allows 
anteroposterior movement but little side-to-side 
movement. There is, too, less space in the cervical 
and lumbar enlargements. When a tumor is present 
in the spinal canal the space is first narrowed locally 
and the cord is gently pushed away and dented. 
Signs are minimal at this stage. The intradural 
extramedullary tumors are primarily (a) extra- 
arachnoid and (b) intra-arachnoid. As a tumor 
enlarges, the cerebrospinal fluid cushions around the 
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cord are gradually obliterated. In an extradural 
tumor this process is very slow and may never be 
complete, accounting probably for the very long 
histories sometimes encountered in these cases and 
the tapering ends of the myelographic shadow. In 
the intradural tumor, particularly one arising within 
the arachnoid, pressure on the cord is exerted earlier 
since the protective cushion of cerebrospinal fluid is 
obliterated sooner. Even more important perhaps is 
the site of the tumor; if it is completely anterior or 
posterior, the cord can move away more easily and 
the signs are less marked; hence, the histories are 
often long. When the tumor is lateral, either in 
front of, or behind, the dentate ligament, the history 
tends to be short and the signs are very obvious. 
Thus, a tumor may arise either anteriorly or poste- 
riorly and remain so for many months or years. Ifa 
lateral extension occurs, signs and symptoms rapidly 
become more manifest. This fact explains the long 
histories with sudden deterioration, in cases of 
meningioma particularly. It should theoretically 
always be possible to detect deflection of the cord. 
Air myelography should be of the greatest value in 
this regard. In general, the complete blocks, because 
of the vagaries of arachnoidal adhesions, tell us little 
apart from the exact location. The conclusions we 
might draw are that in a complete block the wider 
subarachnoid space above the site of the block is on 
the same side as the tumor. At the level of the block 
any prolongation of the subarachnoid space is prob- 
ably on the side of the cord opposite the tumor and 
represents the remains of the protective cerebro- 
spinal fluid cushion. The difficulties of interpreta- 
tion of the anteroposterior and lateral myelograms 
are in part due to the three-dimensional changes 
which cannot be clearly shown by two-dimensional 
views. Neat filling defects on myelography are seen 
only in early cases of tumor compression. Neuro- 
fibromas or meningiomas intimately attached to a 
posterior nerve root and hence producing pain are 
most likely to give this appearance as they present 
early. 

Another important aspect of myelography is 
its value when two lesions are present. Fourteen 
patients with cervical disc lesions were explored. 
Nine of these had convincing lesions even though all 
had positive myelograms. Indications for operation 
are cord compression with pains and root signs in 
the arms and a positive myelogram. Cervical disc 
lesions fall into three groups: the anterolateral pro- 
trusion which causes pressure on the cord and also 
“pins” a nerve root prior to its exit from the intra- 
vertebral foramen; the diffuse bulge without much 
root involvement—this lesion is placed more medi- 
ally; and the ossified lesion which may be a median 
bar or part of a bony ridge rising from the attach- 
ment of the annulus to the backs of the vertebral 
bodies. Myelography in careful hands and inter- 
preted with a full knowledge of the clinical findings 
is an indispensable aid in the management of the 
great majority of compressive spinal lesions. 

Frank L, Hussey, M.D, 
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The X-Ray Picture after Lobectomy and Pneumo- 
nectomy (Das Roentgenbild nach Lob- und Pneu- 
mektomie). A. LinpER. Fortsch. Roentgenstrahl., 
1951, 74: 648. 

After the introduction of a one-stage pneumo- 
nectomy by Brunn, Shenstone, and Jones in 1920, 
the question arose: What are the changes occur- 
ring in the empty thoracic cavity? The author 
describes the x-ray changes observed in 7 cases of 
pneumonectomy and in to cases of lobectomy dur- 
ing the immediate postoperative period and up to 
6 to 12 months following operation. 

Pneumonectomy. Shortly after operation, rapid 
development of hydrothorax with occasional me- 
diastinal shift was observed, there was congestion 
in the remaining lung, the diaphragm was difficult 
to observe, and subcutaneous operative emphy- 
sema developed. Two to 3 weeks later, hydrotho- 
rax was still present, sometimes loculated, the 
mediastinum was drawn to the operative site, and 
a marked increase and spread of subcutaneous 
emphysema was noted. One to 2 months later 
there was observed occasional hydrothorax, more 
mediastinal shift due to shrinkage of adhesions, 
emphysema, and low diaphragms of the normal 
side, but slight exaggeration of the vascular struc- 
ture. The cutaneous emphysema resorbed. Six 
to 12 months after operation there were marked 
adhesions and mediastinal shift, poor outline of 
the heart, emphysema and increased vascular mark- 
ings of the normal side (angiography proved there 
was no change in structure), occasional narrowing 
of the intercostal spaces, and no scoliosis. 

Lobectomy. Most of the operations were lower 
lobe resections. Shortly after operation hydro- 
thorax developed, but there was also rapid expan- 
sion of the remaining lobes; no mediastinal shift 
and no emphysema were observed; there was 
slight congestion, normal diaphragm levels, and 
slight lateral subcutaneous emphysema. Two to 
3 weeks postoperatively there was hydrothorax, 
according to the number of aspirations, occasional 
loculation, good expansion of the remaining lobe 
with slight emphysema, and occasional spread of 
subcutaneous emphysema. One to 2 months later 
there were adhesions, no fluid, very slight medias- 
tinal shift, and the diaphragm was pulled up at 
the operative site; there was occasional emphysema 
of the residual lobe, no emphysema of the normal 
side, no congestion, and no bony changes. 

JANE C. MacMiz1an, M.D. 


Roentgen Anatomy of the Lung (Roentgenanatomie 
der Lunge). G. HERRNHEISER. Fortschr. Roent- 
genstrahl., 1951, 74: 623. 


The author discusses the various segments of the 
lungs and the reasons why the authors vary in their 
descriptions with regard to the bronchial or arterial 
origin of these segments. He first surveys the litera- 
ture on the subject and describes at length the nu- 
merous anomalies of the bronchi opposed to parti- 
tion into bronchopulmonary segments according to 
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the Rheinhard segmentation system. The latter is 
an attempt to partition the lung into segments ac- 
cording to the sympathetic nerve supply. The Ger- 
man workers have recently used this classification 
extensively in an attempt to explain the functional 
variations of portions of the lung. In 1949 at the 
International Congress of Otorhinolaryngology at 
London, an international schema was worked out 
which is highly recommended by the author. Only 
certain lobes may require subdivision. The author 
stresses that the course of the arteries is essentially 
the same as that of the bronchi. The veins, however, 
run in the areas between the segments, and the 
author suggests Felix’ classification which necessi- 
tates the introduction of names for a few subpleural 
veins. There are numerous excellent pictures of the 
vascular structure of various lobes. 

Herrnheiser finally describes at length Felix’ 
schema which subdivides the lung into a hilar, a 
nuclear, and a peripheral portion. The subdivision 
is anatomical as well as functional. With several 
pictures Herrnheiser presents diseases showing proc- 
esses located according to the segmentation oi Felix. 
The importance of such localization is stressed. 

The original article should be read by those who 
are interested. Jane C. MacMi1an, M.D. 


The Clinical Significance of Roentgenologic Diag- 
nosis of Interstitial Pneumonia in Premature 
Babies (Zur klinischen Bedeutung der Roentgen- 
diagnostik bei der interstitiellen Pneumonie fruehge- 
borener Kinder). R. GarscHe. Fortscher. Roent- 
genstrahl., 1951, 75: 125. 


The only clinical symptom of the entity termed 
“interstitial pneumonia in premature infants’ by 
the author is respiratory insufficiency which may 
exist from 8 to 20 days. Perioral cyanosis is ob- 
served in the first 24 hours, the respiratory rate ap- 
proaches 120 to 140 per minute, and the pulse rate 
becomes slightly accelerated, varying from 160 to 
120 per minute. This may continue for 14 days with 
7 days of peak sickness. 

The difficulty of roentgen interpretation during 
this period revolves about the static edema which 
does not resolve as in the usual pneumonia, as well 
as the handling of these very small subjects. 
Descriptions of the former are given, and a portable 
bed for premature infants is illustrated. 

Many of these cases are “abortive” cases of pneu- 
monia brought to light by the extensive use of x-rays 
in pulmonary diagnosis. Additional evidence has 
been gained that this clinical entity accounts for a 
secondary peak of mortality after the 60 per cent 
mortality of the newborn, occurring in the initial 
9 to 13 weeks of life. Jane C. MacMitan, M.D. 


Radiologic Technique of Examining Gastric Ulcers 
(Considerazioni sulla tecnica degli esami radiologici 
dell’ ulcera gastrica). GuISEPPE MARTINOTTI. 
Radiol. med., Milano, 1951, 37: 529. 

This is a report of observations made on several 
cases of gastric ulcer, with a discussion of the tech- 
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niques employed or proposed to demonstrate a niche 
for the location of the lesion and to study the stage 
of development of the lesion. 

The author elaborates on the technique of Benassi 
in which the ulcer is studied roentgenographically 
with the patient lying on his back. By comparing 
the picture taken while the patient is on his back 
with that taken from the front, adequate study of 
these cases is possible, provided allowances are made 
for the angulation of the x-rays on the abdomen. 

The author finally compares the niche of Haudeck 
with the niche ‘fa nid d’hirondelle” described by 
Benassi and advances the hypothesis that clinical 
signs can be associated with the stage and extension 
of the inflammation. Jane C. MacMittan, M.D. 


Roentgenologic Manifestations of Gastroduodenal 
Ulceration in the Newborn. Lesrie L. Lemax. 
Am.J. Roentg., 1951, 66: 191. 


The roentgenologic findings in 4 cases of gastro- 
duodenal ulceration in the newborn are presented. 
All of these infants were born prematurely and all 
showed evidence of gastrointestinal bleeding. In 2 
cases roentgenograms of the abdomen showed free 
air in the peritoneal cavity. In one of these the 
diagnosis of perforated ulcer was confirmed by sur- 
gery, and in the other at autopsy. In the third case, 
no air was seen but a perforation was found at 
operation. In the fourth case no air was seen and no 
perforation was found at operation, but multiple 
gastric ulcers were found at autopsy. 

Fourteen additional cases are described and a 
brief review of the literature is included. 

Gastroduodenal ulceration is found usually in 
premature infants, infants with intracranial damage, 
or infants debilitated from some other cause. The 
chief symptom is hematemesis, and the only positive 
roentgenographic finding described is pneumoperi- 
toneum. In none of the cases described by the author 
did the infant survive. ADELE KyNetTtE, M.D. 


Carcinoid of the Duodenum. Joun R. HAnnan, 
Joun B. Hazarp, and RosBert E. WIsE. Am. J. 
Roentg., 1951, 66: 569. 

The authors present 3 cases of carcinoid of the 
duodenum and cite 8 cases previously reported in the 
literature. In each of the authors’ cases the lesion 
was polypoid in nature—a feature not previously 
mentioned—and appeared roentgenologically as a 
rounded filling defect in the duodenal bulb, which 
was indistinguishable from the roentgen evidence of 
a benign tumor of the duodenum or a prolapsed 
polypoid lesion of the stomach. The pathology and 
malignancy of these lesions, each of which was 
locally invasive, is discussed, with emphasis on the 
points serving to differentiate them from carcinoma. 
One case occurred in association with proved car- 
cinoma elsewhere, and the reputed high incidence of 
malignant lesions occurring in association with car- 
cinoids is noted. 

The authors favor local excision of all duodenal 
tumors for histopathologic study, as otherwise it is 
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impossible to distinguish benign tumors from car- 
cinoids. They believe that such local excision offers 
an excellent prognosis in view of the low grade of 
malignancy of carcinoids. 

Wiiiam J. TuppENHAM, M.D. 


The Roentgenologic Manifestations of Amebiasis 
of the Liver with Concomitant Findings in the 
Chest. SamueL ScHorR and ARMIN SCHWARTZ. 
Am.J. Roentg., 1951, 66: 546. 


Early recognition of amebiasis of the chest is of 
great importance since immediate antiamebic treat- 
ment may effect a cure, or at least prevent further 
progress of the disease. In countries where amebia- 
sis is endemic, the possibility of amebiasis of the 
liver with thoracic involvement should always be 
borne in mind. 

This study is based on 49 selected cases of a total 
of 170 cases of amebiasis of the liver and chest 
treated in the Mayer de Rothschild Hadassah Uni- 
versity Hospital, Jerusalem, Israel. The first changes 
are limited to an enlargement of the liver shadow, 
elevation of the right leaf of the diaphragm, and 
restriction of its mobility. These changes might 
correspond to amebic hepatitis without chest in- 
volvement. A localized bulging of the right dia- 
phragm into the lower right lung field denotes a 
solitary amebic liver abscess. 

Sixteen cases showed roentgen evidence of chest 
involvement. Chest involvement comprises obliter- 
ation of the costophrenic or cardiophrenic sinuses, 
pleural effusion, and pneumonic consolidation with 
or without abscess formation. A linear stringlike 
perpendicular shadow may be seen in the right 
lower lung field in addition to a fixed and deformed 
diaphragm. This last roentgen finding might be an 
additional] aid in the diagnosis of amebiasis of the 
chest and worthy of further study. 

Frank L. Hussey, M.D. 


Diagnostic Value of Urography Checked by Opera- 
tive Findings (Il valore diagnostico dell’urografia 
alla luce del controllo operatorio). Bruno Guar- 
ESCHI. Radiol. med., Milano, 1951, 37: 637. 


The author compared the urographic and opera- 
tive findings in 675 patients. He presents a detailed 
study of 73 patients. In 51 patients the roentgeno- 
graphic diagnosis was corroborated by the operative 
findings, while in 21 patients the urograms demon- 
strated a grave renal lesion but the author was un- 
able to establish its character. In only 2 cases was 
there a discrepancy between both types of ex- 
ploration. 

Food is withheld for 10 to 12 hours prior to the 
examination and a cleansing enema is administered. 
The patient is tested for sensitivity to the radiopaque 
medium. As a rule, preparations called “‘uroselectan 
B,” “‘soduron”, “neopyelofanine” or “pyelosil” are 
employed for intravenous injections. First pictures 
are taken without compression, otherwise the cus- 
tomary procedure is followed. 

JosepH K. Narat, M.D. 
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Vertebral Hemangioma with Compression of the 
Spinal Cord. Ince Linvgvist. Acta radiol., 
Stockh., 1951, 35: 400. 

Notwithstanding the fact that investigations of 
large series of autopsy material chosen at random 
show that vertebral hemangioma occurs with a fre- 
quency of from 10 to 12 per cent, this growth seldom 
reaches a size that causes clinical signs. The roent- 
gen picture presents a characteristic appearance cor- 
responding to the anatomical conditions. The prog- 
nosis is poor if objective signs of compression of the 
spinal cord develop and no treatment is given. 

The author presents the case of a vertebral heman- 
gioma and of a hemangioma in the pelvis with pro- 
nounced signs of compression of the spinal cord. The 
patient was treated with irradiation only. The esti- 
mated tumor dose was about 2,100 roentgens given 
to five fields over a period of several months in 1938 
and 1939. The patient became free from neurologi- 
cal symptoms with the exception of a mild residual 
spasticity, and after the treatments had complete 
working capacity. 

The author concludes that roentgen treatment 
alone may lead to good results in cases of vertebral 
hemangioma with compression symptoms. 

Frank L. Hussey, M.D. 


Roentgenographic Features of Slipped Capital Fe- 
moral Epiphysis. Armin KLerIn, ROBERT J. 
Joptin, JoHN A. Rerpy, and JosEPpH HANELIN. 
Am.J. Roentg., 1951, 66: 361. 


The authors emphasize that early diagnosis of 
slipped capital femoral epiphysis permits early treat- 
ment and that early treatment secures the best 
results. The final diagnosis depends ultimately upon 
the roentgen examination. 

Early diagnosis presupposes an appreciation of the 
slightest variation from the normal, and the authors 
believe that this can be obtained only by comparing 
the roentgenograms with a series of normals. They 
have, therefore, assembled a series of films of normal 
hips in both anteroposterior and lateral projections, 
for both males and females, from birth to maturity. 

The authors present a standard method for taking 
anteroposterior and lateral roentgenograms of the 
hip. Emphasis is placed on taking both views be- 
cause slipping may be evident in only one projection. 
They feel that with both views the diagnosis of a 
“preslip”’ stage may be discarded. 

The normal hip roentgenogram is discussed and 
special attention is given to the femoral neck, the 
ossification center of the head, the head, the ossifica- 
tion center of the greater trochanter, the juxta- 
epiphyseal part of the neck, the medial contours of 
the head and neck, the epiphyseal plate, and the 
ossification center of the lesser trochanter. 

The stigmata of early and late slips are described 
and illustrated, and their diagnostic importance is 
evaluated. Frequent examination following the 
diagnosis and treatment of a slipped epiphysis is 
important to detect changes in the position of the 
involved hip, and possibly a slip in the opposite hip. 
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Nailing in situ is considered the ideal therapy 
following an early diagnosis of a slipped capital 
femoral epiphysis, while open reduction is necessary 
in more advanced cases. 

Norman J. WINSTON, M.D. 


Pneumoarthrograms of the Knee; An Aid in the 
Localization of Internal Derangement. James 
K. Stack and RosBert C. Lockwoop. Arch. Surg., 
1951, 63: 486. 

Pneumoarthrography is a valuable diagnostic aid 
in determining internal derangement of the knee 
joint. The technique must be carried out carefully 
and aseptically. The roentgenograms obtained must 
be satisfactory in respect to the direction of the x-rays 
and their density. 

One hundred and forty-four patients were studied 
by means of pneumoarthrography by the authors. 
Of this number, 107 underwent arthrotomy. In 75 
of these the diagnosis was made from a combination 
of clinical and pneumoarthrographic findings. The 
lesions were confirmed at the time of surgical inter- 
vention. In 27 cases in which there was a history of 
instability but not enough clinical evidence to war- 
rant an arthrotomy, the pneumoarthrogram acted as 
a positive aid in establishing the diagnosis. Eighteen 
pneumoarthrograms gave no evidence of internal 
derangement, and the patients presenting them 
were considered unsuitable for arthrotomy. In the 
patients not operated upon it was believed that the 
examination had been of value. The percentage of 
error was 4.7. There are no common complications 
from the careful use of pneumoarthrography with the 
exception of eosinophilia. 

The combination of clinical and pneumoarthro- 
graphic examination is considered of real value in the 
establishment of the diagnosis of internal derange- 
ment of the knee. Frank L. Hussey, M.D. 


The Value of Serial Arteriography in the Evaluation 
of Peripheral Vascular Disturbances (Der Wert 
der Serien-Arteriographie bei der Beurteilung peri- 
pherer Gefaessleiden). K. E. Looser. Med. Welt, 
IQ5I, 20: 1146. 

Single arteriograms frequently give unsatisfactory 
results and lead to erroneous conclusions. Either 
the main artery only is visualized without the numer- 
ous important collaterals, or the proximal portion 
only of the main artery with its accessories is visible, 
whereas the distal part is missing. For example, a 
single arteriogram may show a distal obliteration of 
the femoralis and popliteal arteries which may lead 
to amputation whereas in reality the obliteration is 
present only for a short distance and could be cured 
by arteriectomy after lumbar sympathectomy. 

To avoid these shortcomings the author devised 
a method of serial arteriography which provides for 
more complete information concerning the true con- 
ditions of the arteries. 

A series of three arteriograms of the thigh, and 
three of the lower leg are taken at intervals of 2 to 3 
seconds. The time of exposure is 0.5 to 0.8 second 
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for the thigh and 0.3 to o.5 second for the leg. The 
contrast material is injected in the exposed artery, 
and the taking of the arteriograms is started as soon 
as two-thirds of the contrast material has been in- 
jected. The rest of the material is injected under 
pressure during the time the pictures are taken. 

This method is an improvement in arteriographic 
diagnosis. Exact visualization of the collateral and 
accessory vessels is achieved. 

WERNER M. Sormitz, M.D. 


Intra-Arterial Catheterization of Viscera in Man. 
Howarp R. BreRMAN, EARL R. MILLER, RALPH L. 
Byron, Jr., KENNETH S. Don, and Others. Am. J. 
Roentg., 1951, 66: 555. 

Twenty-eight arterial catheterizations were per- 
formed on 24 patients after the technique was first 
tried on cadavers. The celiac axis, and the hepatic, 
renal, phrenic, lumbar, superior and inferior mes- 
enteric, and iliac arteries have been entered by 
means of an intra-arterial catheter introduced from 
the carotid and brachial arteries. The carotid, sub- 
clavian, internal mammary, and vertebral arteries 
and the thyrocervical trunk have been catheterized 
by way of the femoral arteries. The arterial patterns 
of the liver, spleen, stomach, kidney, and dia- 
phragm have been visualized roentgenographically. 
Radiopaque, intracardiac catheters from 100 to 150 
cm. long, No. 6 to No. oF, with a fixed curve at the 
tip were used. The right carotid artery is surgically 
exposed for insertion of the catheter. The catheter 
is filled with saline solution containing 2 mgm. per 
100 ¢.c. of heparin before insertion, and this solution is 
kept running during the procedure at a rate of from 
20 to 30 drops a minute from a reservoir above the 
patient. The catheter is guided by roentgenoscopy. 
The injection of 5 c.c. of 70 per cent 3, 5-diiodo-4- 
pyridone-N-acetic acid diethanolamine (diodrast) 
visualizes the vascular pattern of the hepatic, left 
gastric, and splenic arteries and their branches. 
Other vessels have been similarly visualized. Four 
complications which were amenable to improvement 
occurred in this group of 24 patients,as was shown 
by later catheterizations. 

It appears that this procedure has some value in 
determining the alteration of normal blood vessel 
patterns for the detection and outlining of tumors 
of the viscera. Frank L, Hussey, M.D. 


The Roentgenological Identification of Victims of 
the “Noronic’”’ Disaster. A.C.SINGLETON. Am.J. 
Roentg., 1951, 66: 375. 

The author describes the roentgenological pro- 
cedure which was used in the identification of 79 
bodies from the liner ““Noronic”’ which was destroyed 
by fire in Toronto, Canada, September 17, 1949. 
Survey films were made of each body, which in- 
cluded the trunk, skull, and extremities. These 
films were compared with films of some of the victims 
prior to death. There followed a lengthy process of 
comparison and elimination. Congenital bony 
anomalies, and accurate matching of normal bony 











landmarks were of most importance in the procedure. 
A total of 1,020 roentgen films, an average of 13 per 
specimen, were used. The last postmortem film was 
made 10 weeks after the disaster. The roentgeno- 
gram refuted some cases in which identification had 
been suggested by other means. Roentgenologic 
methods were of more value than finger printing in 
the identification of these victims. 

In view of the value of the roentgenogram in 
identification procedures, the author suggests that 
films be preserved for longer periods than those now 
commonly employed. Cuar.es E. Esy, M.D. 


Roentgen Rotation Therapy in Cancer of the 
Esophagus. INGE Gynninc. Acta radiol., Stockh., 
1951, 35: 428. 

The author reports on the results obtained by ro- 
tational roentgen therapy in carcinoma of the esoph- 
agus at the Jubilee Clinic in Lund, Sweden. The 
series includes 88 patients treated from 1943 to 1947, 
with a follow-up period of at least 3 years. 

The method employed consisted of rotating the 
patient around an imaginary axis through the tumor 
while the roentgen tube remained stationary. The 
patient was placed on a revolving chair and fixed 
with the arms upstretched and the hands holding 
the bar of a trapeze. The roentgen beam was direct- 
ed in a horizontal plane and the accuracy of the field 
used was checked fluoroscopically during the entire 
course of the irradiation. The fluoroscopic observa- 
tion was made from an adjacent protected booth, 
the diaphragm of the tube being manipulated by re- 
mote control. The distance between the focus of the 
roentgen tube and the rotation axis was 53 cm. and 
between the focus and the fluoroscopic screen, 106 cm. 
The technical factors employed were: 170 kv., 4% 
mm. of copper plus rt mm. of aluminum filtration, a 
half-value layer of 0.85 mm. of copper, 15 ma., and 
an intensity of 10 to 15 roentgens per minute. 

The author discusses at some length the procedure 
of determining the tumor dose, which must be 
measured within the esophagus. This was done 
formerly by introducing into the esophagus a spe- 
cially constructed rubber bougie with aluminum 
containers holding two Sievert’s ionization chambers 
and suitable lead indicators for proper localization. 
During the last year the author used a sound, con- 
taining eight ionization chambers in a row with a 
lead indicator in the middle. Multiple chambers 
were found necessary since considerable dose dif- 
ferences were encountered even within the tumor 
area. An attempt was made to place the ionization 
chambers in the middle of the field. When, however, 
there was too much constriction he had to be satis- 
fied with an approximate determination of the 
tumor dose. The number of measurements depended 
on the uniformity of the values obtained, 4 to 5 
measurements being sufficient in the average case. 
The author mentions that in a few cases high tem- 
peratures and rigidity followed the procedure of dose 
measurement, but the administration of penicillin 
was beneficial and no serious complication resulted. 



























A daily tumor dose of from 200 to 225 roentgens 
was given. The total tumor dose originally amount- 
ed to 5,000 roentgens in 25 to 30 days; however, in 
view of the many local recurrences later it was 
raised to 6,000 roentgens, and afterward to 6,500 
roentgens in 35 to 40 days. In 4 patients a dose of 
from 7,000 to 7,200 roentgens in 35 to 40 days was 
attempted, but 3 of these patients died within 3 to 5 
months from complications of overdosage, and the 
fourth, after developing an esophageal fistula, died 2 
years later from cardiac disease. The author, there- 
fore, arrived at the conclusion that the optimal dose 
is 6,500 roentgens in 35 days or 6,800 roentgens in 
40 days. Even so, complications due to overdosage 
must be expected, since the distribution of the irra- 
diation within the tumor area is not always uniform. 
In the author’s series there were 8 additional cases 
of various overdosage complications. 

A compilation of the final results shows that of the 
88 patients 8 remained free of disease for at least 3 
years. Of these 8, one patient is well after 6 years 
and another after 5 years. T. Leucutta, M.D. 


Roentgen Rotation Therapy in Cancer of the Hypo- 
pharynx. INcE Gynninc. Acta radiol., Stockh., 
1951, 35: 443- 

In 1942 Edling introduced rotational roentgen 
therapy for the treatment of carcinoma of the 
hypopharynx at the Jubilee Clinic in Lund, Sweden. 
The technique was similar to that employed in car- 
cinoma of the thoracic esophagus (see previous ab- 
stract). Up to 1943, 5 patients were treated; then 
the method was discontinued since it was thought 
that the hypopharynx did not lend itself so well to 
rotation. In the first place the ratio between the 
skin dose and the tumor dose was found to be less 
favorable than in the case of carcinoma of the 
esophagus and, second, because of the conical shape 
of the neck, too great a difference was noted between 
the tumor dose at the upper and lower parts of the le- 
sion, especially when the carcinoma of the hypophar- 
ynx was extending downward into the esophagus. 

Of the 5 patients treated, 2 have survived, and 
when last examined, 7 years after treatment, were 
found to be free of disease. This fact induced the 
author to re-adopt the method. In the present article 
he gives short résumés of the clinical records of the 2 
patients who survived with particular attention to 
the dosage employed. The technical factors were 
identical with those used in carcinoma of the esopha- 
gus, i. e., 170 kv., 0.5 mm. of copper plus 1 mm. of 
aluminum filtration, a half value layer of 0.85 mm. 
of copper, 15 ma., and a distance of 53 cm. between 
the focus of the roentgen tube and the rotation axis. 
One patient received daily tumor doses of from 165 
to 240 roentgens through a field of 4 by 7 cm. (in the 
tumor region) until a total tumor dose of 5,200 
roentgens was reached in 26 days. The Sievert 
ionization chamber was passed into the hypopharynx 
on 17 occasions and the readings were found to be in 
good agreement with each other. In the other 
patient the total tumor dose amounted to 5,200 
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roentgens given in 24 days through a field of 5 by 10 
cm., at first in daily fractions of 300 roentgens and 
later in fractions of from 200 to 240 roentgens. A 
slightly greater reaction developed in the second case. 

At the last examination (October, 1950) both 
patients were well. The appearance of the skin was 
practically normal except for slight atrophy and 
some submental edema. Laryngoscopic examina- 
tion revealed only minimal atrophy of the mucosa. 

In these cases only one Sievert ionization chamber 
was introduced into the hypopharynx to measure the 
tumor dose. Since then, experience with carcinoma 
of the esophagus demonstrated, however, that mul- 
tiple chambers, coupled in series, permit a more ac- 
curate evaluation of the dose. Five measurements 
are believed to be sufficient, although the number in 
the individual case depends upon the uniformity of 
the readings obtained. 

Based on the aforementioned considerations, the 
author concludes that rotational roentgen therapy 
can be employed efficiently for the treatment of car- 
cinoma of the hypopharynx when the tumor does not 
extend below the level of the seventh cervical verte- 
bra and when there is no evidence of palpable metas- 
tases to the neck. T. Leuvcutta, M.D. 


MISCELLANEOUS 


Studies with Radioiodine: Treatment of Patients 
with Hyperthyroidism by I !3!. Eart R. Mi1- 
LER, Morris E. Daitey, Mayo H. SoLey, NADINE 
ForEMAN, and Others. Radiology, 1951, 57: 227. 


This report presents data on the first 100 consecu- 
tive patients treated with radioactive iodine for 
hyperthyroidism at the University of California 
Hospital, San Francisco. 

The diagnosis was based on evaluation of the 
clinical status and laboratory findings, and treat- 
ment was not carried out in cases in which there was 
any real doubt as to the presence of hyperthyroidism. 
Patients with nodular goiters and those known to be 
pregnant were not treated. 

In early cases, repeated small doses of 250 micro- 
curies were given at weekly intervals. Later, as more 
knowledge was gained concerning the amount of the 
isotope required to control the disease without dan- 
ger, dosages were increased considerably. An effort 
was then made to give all patients an initial dose of 
6,000 beta roentgen equivalents physical (beta rep). 
The amount of radioiodine to be given was calcu- 
lated in each case on the basis of the estimated thy- 
roid weight and the uptake curve as determined by 
a preliminary tracer dose of 100 microcuries. The 
isotope was administered orally with the patient in 
a fasting state. 

After treatment, the patients were followed up at 
2-week intervals, and retreatments were carried out 
at approximately 6-week intervals until remission 
occurred. A decision regarding dosage to be given 
at each retreatment was based on the response to 
previous therapy and on the clinical state of the pa- 
tient. 
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The results of treatment are tabulated in graphic 
form. Remissions were obtained in 89 patients, i.e., 
the signs and symptoms of hyperthyroidism disap- 
peared, the thyroid returned to normal size, and the 
laboratory findings no longer suggested hyperthy- 
roidism. Fifty-six per cent of the remissions occurred 
within 4 months after beginning therapy, 79 per 
cent within 8 months, and 96 per cent within 22 
months. 

Hypothyroidism of mild to moderate degree 
developed in 10 patients. No other untoward ef- 
fects became evident during the follow-up period in 
this study, which was up to 5 years in some Cases. 
The results of radioiodine therapy in hyperthyroid- 
ism compare favorably with the results of other 
methods used in the treatment of this disease. 

W. C. Ows_ey, Jr., M.D. 


A New Method for the Treatment of Cancer of the 
Lungs by Means of Artificial Radioactivity. 
J. H. Mutrer and P. H. Rossier. Acta radiol., 
Stockh., 1951, 35: 449. 


In 1946 the authors injected, at the University of 
Zurich, cyclotron-produced radiozinc (Zn®) in- 
travenously into rabbits and 2 patients, one with 
pulmonary metastases from hypernephroma and 
the other with advanced inoperable already ir- 
radiated bronchial carcinoma. The radiozinc, which 
was injected in the form of a nonsoluble, dispersoid 
sulfide suspended in pectin solution, became com- 
pletely fixed within the capillaries of the lungs which 
resulted in intensive irradiation of these structures. 
Although both patients died, marked local destruc- 
tion was noted in the one with carcinoma of the 
lung. The short half-life of 38.3 minutes, however, 
made Zn® an unsuitable isotope for more extensive 
application. 

In May, 1950, therefore, the authors changed to 
radiogold (Au) which has a half-life of 65 hours. 
They obtained their first shipments of colloidal 
radiogold by air from the Abbott Laboratories of 
Chicago, through the courtesy of the United States 
Atomic Energy Commission. However, since the 
particles of colloidal gold are too small to be re- 
tained by the capillaries of the lungs, they now pre- 
pare themselves, in co-operation with Jordan, a 
gold precipitate of pure inactive gold, the particles 
of which are from 30 to 50 microns in diameter, or 
about one thousand times larger than the ones of 
the colloidal gold. This precipitate is sent in special 
irradiation cans of aluminum to Harwell, England, 
where it is made radioactive in the atomic pile and 
immediately sent back to Zurich by air. 

The method of preparation of the gold precipitate 
is described in detail. Charcoal in the form of a 
highly purified powder is used as carrier since it is 
nontoxic and nonsoluble. The returned radioactive 
material is poured into 15c.c. of a 4 per cent isotonic 
and buffered sterile solution of highly purified 
pectin. A homogeneous suspension is obtained by 
submitting this mixture to a shaker operating at 
the frequency of the ordinary alternating current. 
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The authors injected radiogold precipitate in 4 
patients, 1 with advanced Hodgkin’s disease of the 
lungs and 3 with inoperable bronchial carcinoma. 
They emphasize that the procedure is still in the 
experimental stage and the clinical records of the 4 
cases are presented chiefly to illustrate the method 
of injection, which has been modified several times, 
and to suggest certain therapeutic possibilities. The 
patient with Hodgkin’s disease showed definite im- 
provement but the 3 patients with advanced car- 
cinoma died within 11 days to 4 months after the 
radiogold therapy was instituted. 

In the last patient treated, 150 millicuries of 
radiogold precipitate, prepared with the selected 
charcoal carrier, were deposited in the lungs by 
means of a heart catheter. As the carcinoma was 
in the right median lobe bronchus, half of the solu- 
tion was injected into the right ventricle and the 
other half into the main right pulmonary artery. In 
this manner the entire right lung received three 
times as much radiation as the left lung. It was the 
authors’ belief that total pulmonary irradiation 
with triple dosage on the diseased side would lead 
to better results than a radiogold application local- 
ized to the right median lobe only, just as total 
pneumonectomy is preferable to simple lobectomy. 
In this case there was also evidence of massive 
pleural effusion; therefore, 14 and 23 days later 100 
millicuries of colloidal radiogold were injected into 
the right pleural cavity. At first there was true 
improvement, but then severe cardiac failure de- 
veloped and the patient died 25 days after the 
initial treatment. 

Obviously, further clinical studies are necessary be- 
fore the method can be fully evaluated. 

T. Leuvcutta, M.D. 


Early Observations on the Action of Suprasonic 
Radiation of the Gravid Uterus (Prime osserva- 
zioni sull’azione delle radiazioni ultrasonore sull’ 
utero gravido). Mario CARBONINI. Amn. ostet. gin., 
1951, 73: 509. 

As clinicians have been using suprasonic waves to 
produce a cellular micromassage in the treated sub- 
ject, the author has experimented with the action of 
these waves on the gravid uterus of 12 guinea pigs. 

It is explained that the human ear is sensible to 
oscillations from 16 to 16,000 per second. The author 
used the units Herz and KHerz (1 Herz=1 oscilla- 
tion per minute and 1 KHerz=1,000 oscillations per 
minute). For this experiment there was used a reg- 
ular therapeutic machine which produced suprasonic 
waves from 175 to 1,500 KHerz. The wave lengths 
varied from 8 to 0.2 mm. It was also important to 
have a regulated intensity of radiation. The ma- 
chine used in these experiments had an intensity of 
2 to 3 watts per square centimeter at the sound head, 
which was placed against the oiled and shaved ab- 
domen of the animal. 

Pregnant guinea pigs in the last 5 days of gesta- 
tion were treated in pairs, each receiving increasing 
doses of radiation. It was found that those receiving 





















single exposures of 5 or 10 minutes produced live 
and healthy offspring. Some of the fetuses were dead 
in the pair that received 10 minutes of exposure for 
2 days in succession. Failure of spontaneous deliv- 
ery with dead or macerated fetuses occurred in those 
which received from 5 to 1o daily exposures of to 
minutes each. 

It is concluded that suprasonic irradiation in 
strong doses interrupts gestation in guinea pigs. 
This is probably brought about by some lethal in- 
jury to the fetus. Small doses seem to hurry partu- 
rition, but the offspring are not killed. 

N. CurisTrAN Meyer, M.D. 


Studies on the Mechanism of the Protective Action 
of Glutathione Against Whole Body Radiation. 
E. P. CRONKITE, GEORGE BRECHER, and W. H. 
CHAPMAN. Mil. Surgeon, 1951, 109: 294. 


In previous studies Patt and associates, and others 
have shown that cysteine and reduced glutathione 
will afford considerable protection to the rat, mouse, 
and dog when they are administered prior to whole 
body irradiation, but not when administered after 
irradiation. 

The present studies were undertaken in an 
attempt to determine whether the increased sur- 
vival rate can be ascribed to the protection of a 
specific organ system. For this purpose the response 
of mice treated with 4.0 mgm. of glutathione per 
gram of body weight and exposed to 750 and 820 
roentgens was compared with that of untreated 
animals given the same doses of radiation. The 
computed mortality for the untreated mice exposed 
to 820 roentgens was 81 per cent and that for the 
glutathione-treated animals exposed to the same 
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dose of radiation, 32 per cent. The corresponding 
figures for mice exposed to 750 roentgens were 67 
per cent and 18 per cent, respectively. Additional 
comparative studies were performed on mice exposed 
to 600 roentgens, an amount of radiation which pro- 
duces a mortality rate (30 per cent) similar to that 
of 820 roentgens in treated animals. The fall in 
blood count of the treated and untreated mice 
exposed to 820 roentgens and untreated mice exposed 
to 600 roentgens showed no significant difference 
between the 3 groups in the early postirradiation 
period except for a transitory granulocytosis in the 
treated animals 3 hours after irradiation. The mean 
splenic weights of the treated and untreated animals 
exposed to 820 roentgens showed similar decreases 
during the first 5 days, while those of mice exposed 
to 600 roentgens showed a small decrease. Subse- 
quently, both the splenic and thymic weights in- 
creased more rapidly in treated mice than in un- 
treated mice exposed to 820 roentgens. Histologic 
studies revealed accelerated regeneration of hemo- 
poietic tissues in the treated animals receiving 820 
roentgens as compared with the untreated group. 
The speed and extent of regeneration in the treated 
animals of this group were comparable to these fac- 
tors in the untreated mice exposed to 600 roentgens. 
It is suggested that the accelerated regeneration of 
myelopoiesis in the glutathione-treated animals is 
not necessarily due to direct protection of the indi- 
vidual myelopoietic cells, but may be due to protec- 
tion of humoral factors which control orderly hemo- 
poietic regeneration, and which conceivably may be 
competitively protected by sulfhydryl compounds 
from the destructive effects of ‘activated water.” 

FRANK L. Hussey, M.D. 





CLINICAL ENTITIES—GENERAL PHYSIO- 
LOGICAL CONDITIONS 


Congenital Anomalies (Des anomalies congénitales). 
CHARLES RICHET and MAuRICE RYMER. Sem. hép. 
Paris, 1951, 27: 2265. 

After a review of the literature concerning congeni- 
tal anomalies the authors report their findings in the 
studies pursued by them during the past Io years. 
Congenital anomalies are very frequent. From 1 to 2 
per cent of all normal subjects have some type of 
congenital deformity. There are between 200 and 
300 types of aberrations from the normal, including 
anatomical deformities as well as functional disturb- 
ances. No individual organ or system of the body 
is an exception to this rule. 

Regarding their etiology, congenital anomalies 
may be either hereditary or acquired during the 
first weeks of fetal life. The underlying cause of all 
the endocrine disturbances is damage of the dien- 
cephalon. The agent causing the damage may be 
chemical or physical. Some authors recognize 
psychological factors too as the cause of congenital 
deformities. Congenital anomalies are usually mul- 
tiple and hereditary. Multiple deformities might be 
dispersed in the following generation. Hereditary 
mutation is the condition in which parents present- 
ing one type of anomaly produce children with 
another type of deformity. 

Oca M. Harine, M.D. 


The Etiology of Aspirin Bleeding. J. MAcLEANn 
Sm1TH and JOHN MAcKINNON. Lancet, Lond., 1951, 
261: 569. 

It is well known that aspirin or salicylates in toxic 
doses will produce purpura and hemorrhage. This 
bleeding is attributed to a combination of pro- 
thrombinopenia and increased capillary fragility 
and can be prevented with Vitamin K. The authors 
present in detail a case of hemorrhage following a 
tooth extraction, shown clinically and by laboratory 
tests to have been due definitely to aspirin adminis- 
tration. Ey Exuiott Lazarus, M.D. 


Observations on the Development of Circulation in 
Skin Grafts. Hrersert Conway, DoyLe Jostin, 
and RicHarp B. Starx. Plastic & Reconstr. Surg., 
1951, 8: 194. 

The authors submit a detailed report of methods 
and techniques useful to the worker desiring to 
study the microscopy of cells and tissues in vivo 
by means of the transparent chamber. Algire and 
his coworkers are given credit for adapting earlier 
techniques in experimentation with the mouse. 
With the development of modern flexible transparent 
and biochemically inert plastics the field has greatly 
expanded. By means of these transparent plastic 
chambers, segments of soft tissue (in this case 
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whole thickness skin grafts of the mouse) were sub- 
jected to conditions approaching normal for the 
tissue, permitting observation of the circulation of 
the blood and extracellular fluid. 

Very thin sheets of lucite were utilized for the 
construction of the chambers. The mouse was 
anesthetized, surgically prepared, and encased in 
a cartridge type of container for convenience and 
stability, after the implantation of skin grafts on 
the panniculus and implantation of the transparent 
chamber into the skin. The completed assembly 
permitted microscopic study of the vascularity of 
the graft for several days with the added feature of 
photomicrography when desired. For purposes of 
measurement a series of reference scales was made 
by taking photomicrographs of a standard hemato- 
cytometer chamber at magnifications corresponding 
to those used in tissue chamber photomicrography. 
Several illustrations accompany the text. 

It is recommended that the article be read in its 
entirety by workers interested inin vivo cell and tissue 
microscopy whether the field of interest resides in 
cytology or surgery. ALAN D. Cattow, M.D. 


Observations on the Development of the Circula- 
tion in Skin Grafts. HerBert Conway, RICHARD 
B. Stark, and DoyLe Jostin. Plastic & Reconstr. 
Surg., 1951, 8: 312. 

Experimental grafts of the mouse were observed 
for 15 days in the closed chamber. Immediately fol- 
lowing the grafting there is profuse lymphatic flow. 
The flow of extracellular fluid continues for about 
24 hours, becoming increasingly viscous and event- 
ually canalized. Apparently this lymph circulation 
is the source of nutrition for the graft between the 
time that its circulation is interrupted and re- 
established from the graft bed. The source of the 
capillary buds is apparently the adjacent rather 
than the subjacent tissue. 

The condition which governs the survival of the 
graft is the patency of its blood vessels. If they 
become thrombosed the grafts succumb. 

After 4 to 6 days, tiny off-shoots can be seen in 
the vessels of the recipient bed, apparently capillary 
buds of ingrowing vessels. Blood flows in these 
vessels 8 to g days after transplantation, for a few 
days alternately in opposing directions and then 
unidirectionally. The direction of the growth of 
the vessel buds is toward the graft (chemotaxis?). 
The vessels line up parallel toward the skin graft. 
After 12 days these vessel buds are present in such 
profusion that there is an areola of vessels sur- 
rounding the graft. Small vessels are seen to grow 
into the graft from the floor on the ninth day and 
larger vessels on the thirteenth day after transplanta- 
tion. 

In another experiment there was evidence of a 
successful graft on the thirteenth day. The pre- 





















dominant revascularization of the graft appeared 
from the periphery, and the vessels from the bottom 
of the graft showed a tendency toward plexus for- 
mation. Frep W. S. Mopern, M.D. 


Contribution to the Study of Gynecomasty—Does 
Prolactin Play a Part in the Pathogenesis? 
(Contribution a letude de la gynécomastie—La 
prolactine intervient-elle dans la pathogénie?) H. J. 
ERNOULD, A. FANARD, C. HEUSGHEM, and DAMIEAN- 
GILLET. Sem. hép, Paris, 1951, 27: 2604. 


The authors report a detailed study of 3 cases of 
gynecomastia. Biopsies of the breast and testicles 
were studied by means of urethral smears, urinary 
values of follicle-stimulating hormones, seventeen 
ketosteroids, and estrogens. The results of these 
tests are compared with results due to asper- 
matogenesis from obstruction, hypovitaminosis, the 
syndrome of del Castillo, syndrome of Klinefelter, 
hypergonadotropism, eunuchoidism, and, finally, 
castration. It is believed that all these manifesta- 
tions are similar and vary only in the degree of dis- 
turbance which they produce. 

The authors discuss the pathogenesis of these con- 
ditions and conclude that the various syndromes of 
hypogonadal gynecomastia are really the result of 
the pseudoincubation of hypophysial hormonal vari- 
tions in man. 

The treatment used by these authors was the ad- 
ministration of chorionic gonadotropin (pregnyl 
organon) in order to provide protection for the 
testicle and provoke a normal secretion. The results 
have been encouraging with regard to histological 
improvement in the testicle and diminution of the 
gynecomastia. Tuomas C. Douctass, M.D. 


Paraganglioma of the Glomus Caroticum Simulat- 
ing Carotid Aneurysm (Paraganglioma del glomo 
carotideo simulante aneurisma della carotide). Ivo 
Novi. Arch. ital. chir., 1951, 74: 255. 


The author’s patient was a 43-year-old man who, 
20 years previously, had noted a small rounded 
tumefaction, the size of a cherry, in the lateral region 
of the neck. This lump enlarged until it attained 
the size of a walnut. 

At physical examination the tumor mass could be 
palpated in the right sternocleidomastoid region at 
the level of the upper border of the thyroid cartilage, 
at the place of bifurcation of the common carotid 
artery. The surface of the mass was smooth and the 
consistency of it was relatively soft; it pulsated 
expansively. Pressure on the common carotid below 
the level of the tumor produced a notable diminution 
in volume of the mass. There was noted a moderate 
degree of diminution and retardation of the pulse 
over the facial and superficial temporal arteries. 
The roentgenogram of the mass, after the injection 
of contrast material (pyelozil) into the arterial 
trunk did not make it possible to determine whether 
the tumor was a paraganglioma or an aneurysm. 

At operation the common carotid and the internal 
and external carotid arteries were ligated and re- 
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moved with the tumor mass. Examination of the 
removed specimen of artery overgrown by the tumor 
disclosed that the sinus caroticus was notably larger 
than normal and that the artery leading from its 
posterior surface to the tumor mass was a relatively 
huge branch. 

Microscopic examination disclosed typically al- 
veolar tissue with abundant, partially hyalinized con- 
nective tissue septa and numerous, predominantly 
dilated, blood vessels. The alveoli were composed of 
irregularly polygonal cells, closely approximated and 
with blunted or rounded angles. These cells exhibit- 
ed an abundant protoplasm, finely granular and, in 
places, vacuolated. The nuclei were rounded or 
ovoid with a fine rete of chromatin and a regularly 
spherical nucleolus, frequently acidophilic. There 
were a few mitotic figures. In the septa separating 
the alveoli, the cells were fusiform, resembling fibro- 
blasts. The connective tissue was pronouncedly 
acidophilic. In the alveoli were accumulations of 
cells of rather large size and furnished with large 
polymorphous nuclei with irregular chromatinic 
rete. Frequently the chromatin was arranged in 
large masses. 

The histologic diagnosis was paraganglioma of 
benign type, but with areas of anaplasia of the 
chromaffin elements. 

The author wishes to emphasize that in spite of 
the fact that the distinction between paraganglioma 
and aneurysm was apparently impossible, in this 
instance the patient was able to withstand the 
ligation of the carotids at one sitting, when preceded 
by anesthetic infiltration of the stellate ganglion 
and of the infrastellate sympathetics, without the 
slightest disturbance on the part of the circulatory 
or central nervous system. 

Joun W. BRENNAN, M.D. 


Formal Pathogenesis of Boeck’s Disease (Zur Frage 
der formalen Pathogenese der Boeckschen Krank- 
heit). Hetmut Hartwec. Deut. med. Wschr., 1951, 
76: 1144. 

The pathogenesis of Boeck’s disease is discussed 
by the author on the basis of observation in 70 cases. 

The lungs are affected more frequently than any 
other organ. Usually a bilateral enlargement of the 
lymph nodes in the hilar regions initiates the disease. 
A miliary dissemination throughout both lungs fol- 
lows. The third stage is represented by regression of 
the foci and development of fibrosis of the interstitial 
spaces in the lungs. Involvement of other organs, 
such as the eyes, osseous system, or skin, occurs 
during the last 2 stages. 

The author is of the opinion that the lungs (not 
the tonsils, the skin, nor the gastrointestinal tract) 
are the port of entry of the infection. The first 
stage does not last longer than 6 months. In a cer- 
tain percentage of cases the enlargement of the hilar 
nodes may regress without involvement of the lungs. 
A pulmonary lesion may result either from a retro- 
grade spread through lymphatic paths or from a 
hematogenous dissemination. The second stage is 
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characterized by a great affinity of the pathogenic 
micro-organisms to the lymphatic system, including 
the spleen and the liver. The bones and eyes are 
affected most frequently during the second stage. 
Josepu K. Narat, M.D. 


Malignant Tumors of Nonchromaffin Paraganglia. 
Hans F. Smetana and W. F. Scort, Jr. Mil. 
Surgeon, 1951, 109: 330. 

An unusual group of 14 critically selected cases of 
neoplasm which is thought to arise from the cells of 
paraganglia is presented. The cells are probably of 
the nonchromaffin variety, because of the similar 
clinical and pathological features of the tumor. In 
most of the instances the diagnosis of metastatic 
carcinoma had mistakenly been made. In the ma- 
jority of the cases the tumor appeared in the region 
of the thigh, in a number of others in the retroperi- 
toneal tissues, and in the smallest number of cases 
in miscellaneous locations. Clinically, a tendency 
toward local recurrence was noted. Distant metas- 
tases, predominantly in the lungs, were relatively 
common, although only after a somewhat prolonged 
course. 

The gross appearance of the neoplasm was not 
remarkable. Microscopically, it was mistaken for a 
metastatic lesion of epithelial origin, although in no 
case could a primary epithelial tumor be demon- 
strated. Renal carcinoma of the hypernephroid type 
was most commonly suspected; hepatic cell carci- 
noma was the suggested diagnosis in several in- 
stances, and less often, malignant myoblastoma, 
liposarcoma, or other tumors. 

The authors offer the hypothesis that this neo- 
plasm derives from cells composing vascular glomera 
of paraganglia, which are structurally similar to the 
carotid body and occur principally in relation to 
vessels traversing voluntary muscle tissue. Neo- 
plasms similar in structure and behavior to the 
tumors described have previously been regarded as 
malignant myoblastomas. In most of the cases the 
neoplasm proved to be malignant in behavior, pro- 
ducing metastases to various viscera. 

In 6 of the 10 cases represented, trauma to the 
local area preceded the appearance of the tumor. 

In all cases but 1, the primary neoplasm was ex- 
cised. In 3 of the 10 cases in which follow-up data 
were available, local recurrence had occurred. Ir- 
radiation of an unspecified amount had been applied 
in 4 instances but there was no apparent response to 
treatment of this type. 

Excellent photomicrographs of the cases presented 
are illustrated in the presentation to support the 
diagnosis of malignant tumors of nonchromaffin 
paraganglia. Joun E. Karasin, M.D. 


Nodular Liposarcomatosis of the Upper Extremities 
(Considerazioni su un caso di liposarcomatosi nodu- 
lare degli arti superiori), WALTER FIACCAVENTO. 
Ann. ital. chir., 1951, 28: 310. 


_A 34-year-old mechanic was admitted to the hos- 
pital complaining of two small circumscribed masses 
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on the left arm. Physical examination revealed a 
scar on the flexor surface associated with the tu- 
mors. Four other nodules were discovered on the 
forearm as well as five on the right arm. A biopsy 
was made consisting of one nodule from each arm. 
Surgical removal of all nodules was advised, but the 
patient refused treatment and was discharged. 

Microscopic examination of the tissues revealed 
the characteristics of liposarcoma. The authors 
emphasize the diagnostic importance of the droplets 
of lipid material identifiable in the cytoplasm of 
the lipoblasts. Differentiation of such lipid material 
from the fats of degenerative origin often found in 
neoplastic tissue is aided by the following charac- 
teristics: (1) paranuclear location of the droplets; 
(2) the presence of isolated or mingled fat granules 
close to the droplets of neutral fats; and (3) the 
absence of cellular degeneration. 

The liposarcoma may also have a tumultuous de- 
velopment. Its growth is ordinarily slower than 
that of other types of sarcoma. Although the tu- 
mors are encapsulated during the early stages of de- 
velopment, the neoplastic tissue later breaks down 
the capsule and invades the surrounding tissues. 

As has already been noted in connection with 
other neoplasms of adipose tissue, there is often 
little relationship between the grade of cellular de- 
differentiation and that of clinical malignancy. 

The capacity of such tumors to give rise to metas- 
tasis has been discussed, and certain authors have 
discovered metastases spreading via the blood ves- 
sels. Other investigators, however, are not in agree- 
ment with these findings. 

Epitu B. FarNswortu, M.D. 


Rhabdomyosarcoma of Skeletal Muscle. GEORGE 
C. V. THompson. Med.J. Australia, 1951, 2: 359. 


Rhabdomyosarcoma arising from skeletal muscle 
is relatively rare, although it constitutes a charac- 
teristic group of malignant tumors. It first appears 
as a well rounded mass, situated deeply within a 
muscle or muscle mass, and may occur in any 
skeletal muscle of the body. The tumor often ap- 
pears circumscribed, it may be surrounded by dis- 
tended or expanded muscle, and is covered by skin 
which shows little change, except perhaps some 
dilated veins, in the large or more rapidly growing 
varieties of tumor. The consistency of the mass 
varies with the type of cell and the amount of 
fibrous connective tissue. In the slowly growing 
tumor, a rather solid mass, elastic or tough in con- 
sistency, may be found, while in the rapidly growing 
tumor, the consistency is often soft. Although the 
tumors are apparently circumscribed, infiltration 
into the surrounding muscle tissue is almost in- 
variably demonstrated. 

The microscopic appearance of rhabdomyosar- 
coma is considered to be characteristic, and features 
spindle cells (small in anaplastic tumors, large in the 
more mature forms) and large numbers of giant cells. 

The tumor occurs at all ages, is widely distributed 
throughout the body, is of equal frequency in both 




















sexes, and has a generally unfavorable prognosis. 
Local recurrence after excision is very frequent, and 
metastases at a distance occur by blood and lym- 
phatic routes. 

The only recorded etiological factor is chronic ir- 
ritation from an ununited fracture of the femur, 
followed by a rhabdomyosarcoma of the thigh. 
There is no other known precipitating cause of the 
condition. The most frequent sites at which the 
tumor develops are the thigh, the leg, and the trunk. 

The symptoms are very few. The only complaint 
is usually the presence of the tumor. At the onset 
there is no pain and no interference with function. 
With the appearance of metastases, local symptoms 
may arise in other sites, particularly in patients who 
show early pulmonary lesions. 

In the treatment of rhabdomyosarcoma, simple 
excision, amputation, and radiotherapy preop- 
eratively and postoperatively have all been used. 
The results of such treatment do not help in estab- 
lishing any standard mode of treatment. Adequate 
excision must, however, be done. Local excision is 
often followed by local recurrence, and the 5-year 
survival rate is very low. Probably, primary ampu- 
tation is a little more successful than local excision 
in effecting a cure. Radiotherapy as the sole thera- 
peutic agent has not been used extensively. Its 
value after operation is difficult to determine be- 
cause the malignancy of the tumors varies greatly 
and the survival periods without operation also vary 
greatly. It is reasonable to expect that the. most 
satisfactory results would follow complete local ex- 
cision or amputation with adequate postoperative 
radiotherapy. 

Another case is added to the 125 hitherto reported. 

SAMUEL Kaun, M.D. 


Artificial Hibernation in Surgery by Means of 
Pharmacodynamic and Physical Measures 
(L’hibernation artificielle par moyens pharmaco- 
dynamiques et physiques en chirurgie). H. Lasorit 
and P. Hucuenarp. J. chir., Par., 1951, 67: 631. 


This report is merely a preliminary one. The 
authors do not intend to infer hereby that a method 
of artificial hibernation for surgery is ready for 
general adoption by the profession. Although the 
working hypotheses thus far advanced have been 
confirmed by the results obtained, these results are 
still too few in number, the theoretical considerations 
are too complex, and the techniques are too indefi- 
nite to permit of the immediate generalization of the 
use of artificial hibernation. The authors merely 
wish hereby to interest research workers and thus 
bring fresh viewpoints into the work. 

These working hypotheses—and there is little else 
to consider at present—postulate that the higher 
organism, in gaining a certain freedom, or isolation, 
from its environment (internal freedom), has in 
turn lost to a certain degree its ability to resist 
unusual external trauma. For instance, the single- 
celled animal, if the victim of aggression (i.e., cold), 
may enter into the spore stage, whereas the human 


MISCELLANEOUS 





309 


being is able to meet aggression on the part of 
environment only by a reaction on the part of the 
vegetative nervous system (Reilly). In fact, this 
defense is practically limited to the hypophyseo- 
cotricosuprarenal pair of endocrine organs (Selye). 

When the capacities of these endocrine organs are 
exceeded, or when the resistive capacities of these 
organs are so mediocre that they are unable to with- 
stand ordinary environmental stresses, the result is 
a state of shock. Another possibility in the causa- 
tion of the shock state is the long continuance of the 
aggression, so that the initial vigorous defense re- 
action (shivering with cold), as a result of the flooding 
of the system with adrenalin, becomes exhausted. 
This so-called ‘“‘shivering with cold” is the expression 
of an adrenergic reaction, producing an anabolic 
response which has a warming effect; however, if 
there be no relief from the exposure to the cold the 
reserves of the body will become used up and the 
process of “freezing to death” will proceed. The 
authors consider this process to represent a shock- 
state response to the trauma of cold. 

However, another form of response to the trauma 
of cold has been described (Reichel: Sammlung von 
Vortraege der Heeregebirgssanitaetsschub, 1944-45). 
There is no shivering, the exhausted soldier merely 
sinks down on the ground and cools down like a 
physical object without life. The soldier becomes 
unconscious and his life processes sink lower and 
lower to final extinction; yet at any time before 
death this subject may be revived because his re- 
serves are apparently not exhausted. 

These are the considerations which have led to the 
attempts at pharmacodynamic suppression of the 
adrenergic response and refrigeration to lower the 
vital processes so as to avoid the shock state. This 
pharmacodynamic suppression is what has been 
termed the pharmacodynamic hibernation, and the 
drugs used have been designated as the medica- 
mentous cocktail (Huguenard). Many drugs are 
used for this purpose, of which the most commonly 
known may bear mention (novocain given intra- 
venously, atropin, antihistaminics, curare, and vari- 
ous sedative preparations); however, the main in- 
tent of their concurrent administration is the re- 
duction of the dosage of the individual components. 

This pharmacodynamic hibernation makes possi- 
ble the use of generalized refrigeration which does 
not act in the guise of a cold trauma and thereby 
does not awaken any defensive response in the 
Selye sense. 

In this state of hibernation and of generalized 
refrigeration the patient is considered incapable of 
going into shock, and otherwise desperate conditions 
become safely amenable to surgical treatment. 
This complete technique has been used in some 30 
desperate surgical conditions with only 1 death. 
This death is not ascribed to the method; however, 
the authors admit that the method failed to save 
the patient in this instance. 

The afore-mentioned fatality was that of a 48- 
year-old woman with occlusion of the small intestine 
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for 48 hours. There was fecal vomiting and other 
signs of a desperate surgical condition. The patient 
was delirious, cyanotic, with a pulse of 120, an 
imperceptible diastolic blood pressure (systolic 80), 
and a body temperature of 38° C. Following the 
use of a lytic cocktail and refrigeration the tempera- 
ture dropped to 37.5° C., the extremities and facies 
assumed a rosy color, the arterial tension rose to 
120/80, and the pulse dropped to 110. Eighty 
centimeters of the ileum were resected, the operation 
requiring 90 minutes. At the end of the operation 
the blood pressure dropped, hypopnea developed 
and, despite the intracardiac administration of 
= and artificial respiration, the heart ceased to 
eat. 

The authors emphasize the fact that the method is 
intended only as a prophylactic measure against 
shock and is not intended for the treatment of the 
shock state itself. Joun W. Brennan, M.D. 


DUCTLESS GLANDS 


Ovarian Hormones and Hemocoagulation (Ormoni 
ovarici ed emocoagulazione). M. B. CEerroni. Q. 
Clin. ostet. gin., 1951, 6: 277. 

A study was made of the effects of ovarian hor- 
mones on hemocoagulation. A group of 42 women 
and 20 guinea pigs were given varying amounts of 
synthetic estrogens (stilbenici and estradiol) or 
progesterone. Twenty-seven women and 15 guinea 
pigs were used as controls. 

The author concluded that the estrogens dimin- 
ished the thromboplastic activity of the plasma and 
increased the anticoagulant action. The hormone of 
the corpus luteum, instead, increased the coagulabil- 
ity, increasing, above all, the activity of plasma 
thromboplastic factors. Luctan J. Fronputi, M.D. 


Sex Hormones and Relaxation of the Symphysis 
(Hormones sexuelles et relachement symphysaire). 
Duonc BA Banu. Presse méd., 1951, 59: 1159. 


Separation of the pubic bones in guinea pigs, 
which is essential for the process of parturition, is 
accomplished by the effect of the hormone, relaxin. 
The existence of this hormone has been demonstrat- 
ed also in mares, rabbits, sows, dogs, cats, and other 
animals, and supposedly also in women. A similar 
effect is produced under certain circumstances also 
by estradiol, progesterone, or a combination of both 
substances. 

Relaxation of the symphysis in women forms a 
part of the polymorphous syndrome of pregnancy 
and manifests itself by osteomusculoligamentary 
pain localized chiefly in the region of the symphysis. 
The pathogenesis of this phenomenon is still ob- 
scure. Decalcification, which is inconstant, has, 
according to some writers, a relationship to folliculin. 

The existence of relaxin in women has not yet 
been definitely established. Relaxation of the 


symphysis in the course of gestation may possibly 
be explained by a considerable rise of the level of 
ovarian hormones in the blood. This relaxation 
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takes place during the first half of the gestation un- 
der the simultaneous influence of progesterone and 
folliculin; the latter predominates during the second 
half of pregnancy. 

Courrier’s experiments show that folliculin alone 
is able to produce relaxation of the symphysis, that 
progesterone alone has a slight effect, that a com- 
bination of both produces a maximal effect, and that 
the diastasis of pubic bones produced by folliculin 
subsides after the subsequent administration of 
progesterone. 

The therapeutic test of this hypothesis consists of 
the administration of progesterone to pregnant 
women who suffer pain caused by relaxation of the 
symphysis. Excellent results were obtained by the 
author with this manner of treatment. 

JoserH K. Narat, M.D. 


EXPERIMENTAL SURGERY 


The Intravenous Injection of Oxygen (Les injections 
intraveineuses d’oxygéne). RoGER BENICHOUX and 
JorFrE A. GRAVEL. Presse méd., 1951, 59: 1060. 


In this article the value of intravenous or intra- 
arterial administration of oxygen is discussed in de- 
tail. After a short review of the literature, the 
authors report on the experimental studies per- 
formed by them. 

Thirty-five dogs were injected with oxygen. 
During the experiments the heart rate, respiration, 
and oxygen saturation of the blood were observed. 
In 34 dogs the amount of oxygen injected remained 
under 300 c.c. per hour, while in 1 dog 1,000 c.c. 
were injected. This dog developed pulmonary 
edema rapidly and died. Postmortem examination 
showed a dilated right ventricle filled with foamy 
red blood. There was no evidence of gas embolism 
in the brain nor of foamy red blood in the left 
ventricle. From the results of their experiments, the 
authors conclude the following: 

The intravenous injection of oxygen causes tachy- 
cardia and tachypnea immediately. The tachy- 
cardia disappears within a few minutes, while the 
respiration remains superficial and rapid as long as 
oxygen is being injected. The oxygen saturation of 
the blood decreases proportionally to the amount of 
oxygen injected per hour. The pressure in the pul- 
monary artery and the right ventricle increases 
rapidly during oxygen administration and returns 
very slowly to normal once the injection has 
been suspended. This is the result of multiple 
emboli in the pulmonary arterioles and capillaries 
caused by the injected oxygen. As more oxygen is 
injected, more emboli will be formed and the more 
anoxemia increases. Death will follow from massive 
pulmonary embolism. 

The amount of oxygen injected currently for 
therapeutic purposes is not dangerous; at the same 
time no evidence could be found that it increased the 
oxygen saturation of the blood. Therefore, intra- 
venous injection of oxygen has no therapeutic value. 

Oca M. Harine, M.D. 



















The Effect of the Intravenous Administration of 
Dextran on the Cardiac Output and Other Cir- 
culatory Dynamics. A. C. WitHaM, J. W. FLEm- 
ING, and W. L. Broom. J. Clin. Invest., 1951, 
30: 897. 


After the intravenous injection of 500 c.c. of 
6 per cent dextran, which is isotonic and isosmotic, 
at the rate of 25 cc. per minute into 5 human 
beings, the cardiac output with this increased plas- 
ma volume was studied by means of dye and intra- 
cardiac pressures. Little change in the systemic 
blood pressure and pulse was noted, but a pro- 
longed increase in the pulmonary artery pressure 
was observed. The cardiac output of both the 
pulmonary and systemic circulation was consider- 
ably increased: 98 per cent in right ventricle work 
and 41 per cent in left ventricle work. 

Rosert L. Craic, M.D. 





The Effect of Hemoglobin on Renal Function in the 
Human Being. Jonn H. MILLER and RoceEr K. 


McDona Lp. J. Clin. Invest., 1951, 30: 1033. 


Although it has frequently been noted that pa- 
tients who have hemoglobinuria from mismatched 
transfusions, blackwater fever, or the crush syn- 
drome develop temporary or progressive renal im- 
pairment, a specific deleterious effect of hemoglobin 
per se on the kidney has not been established. The 
authors report a study of changes in renal function 
brought about by the intravenous administration of 
hemoglobin. 

Twenty-five male patients adjudged free of car- 
diovascular and renal disease were chosen for study. 
The subjects were well hydrated before and during 
the tests and renal clearances of inulin and para-ami- 
no hippurate (PAH) were determined as controls, 
before the administration of hemoglobin. Blood 
samples from an indwelling cannula in the femoral 
artery and simultaneous urine samples from an in- 
dwelling catheter were obtained during the test 
period. 

The subjects were then diyided into three groups: 

Group I received from go’c.c. to 105 c.c. of auto- 
genous whole blood, freshly hemolyzed in distilled 
water (12-15 gm. of hemoglobin), which were inject- 
ed intravenously during a 15 minute period. Urine 
specimens were collected at 20-minute intervals, 
four collections being made altogether. Four indi- 
viduals of this group had an indwelling intravenous 
catheter with the tip in the right renal vein. This 
allowed samples to be taken during the control and 
test periods to determine the fraction of PAH ex- 
tracted from the plasma by the kidney. 

Group II received from 12 to 14 gm. of a commer- 
cially prepared hemoglobin solution of 6.05 or 7.1 
per cent administered intravenously over a period of 
ro minutes. Twenty-minute urine specimens were 
then collected following the appearance of hemo- 
globinuria. 

Group III received an infusion of 7.1 per cent 
hemoglobin solution administered at the rate of 70 
mgm. per minute for a prolonged period of time, 
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CONTROL O 30 60 90 120 150 180 2 
MINUTES AFTER START OF INFUSION 


Fig. 1 (Miller, McDonald). Renal functional changes 
during the intravenous infusion of a commerciaily pre- 
pared hemoglobin solution ata rate of 70 mgm. per minute. 
Control values represent the means of three urine collec- 
tion periods each of 12 minutes duration. Solid arrows 
represent the beginning and end of the hemoglobin infu- 
sion. Broken arrow represents the point at which hemo- 
globinuria occurred. 


° 


during which various studies were repeated at in- 
tervals. 

It was found that the injection of either the auto- 
genous hemolyzed blood or the prepared hemoglobin 
solution produced the following changes: (1) in- 
creased systolic and diastolic pressure, (2) decreased 
pulse rate, (3) decreased inulin and PAH clearance, 
(4) increased filtration fractions of PAH, (5) de- 
creased urine flow, and (6) increased tabular reab- 
sorption of glomerular filtrate. 

In Group I the mean systolic blood pressure in- 
creased from 126 mm. Hg to 143 following the injec- 
tion of the hemolyzed blood. The mean diastolic 
pressure increased from 78 to 93 and the mean pulse 
rate decreased from 67 to 56. These changes remain- 
ed significant throughout the 80-minute period they 
were recorded. The mean PAH clearance dropped 
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50.1 per cent and the inulin clearance dropped 20.8 
per cent while the filtration fraction was increased 
from 0.189 to 0.310 from the control to the first 20- 
minute period following injection. During the test 
the urinary output decreased slightly more than 50 
per cent immediately after injection, and remained 
depressed significantly for more than 80 minutes. 
The renal extraction of PAH, however, remained es- 
sentially unchanged following the injection of hemo- 
globin. 

In Group II the results were essentially the same 
as in Group I. The PAH clearance showed a drop of 
62 per cent in the first period and did not recover as 
rapidly as did the glomerular filtration rate, which 
was initially depressed 37 per cent. The depression of 
urine flow by 68 per cent in this group was more 
significant than in Group I, but recovery was slightly 
more rapid. 

In the third group, receiving the continuous in- 
fusion of hemoglobin, it was noted that all the afore- 
mentioned changes occurred, becoming stabilized 
in approximately 60 minutes, as is well shown in 
Figure I. In this group, as in Groups I and II, the 
physiologic changes reverted to normal gradually 
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following cessation of the administration of hemo- 
globin. In follow-up studies 24 to 48 hours after the 
tests, all subjects returned essentially to the baseline 
figures. 

These studies indicate that the hemoglobin por- 
tion of hemolyzed blood must be the factor responsi- 
ble for certain renal changes which occur during 
transfusion reaction. Red cell debris and released 
cellular potassium did not seem to play a significant 
role in this experiment because infusion of purified 
hemoglobin produced a similar, if not more marked, 
effect on the kidneys than hemolyzed whole blood. 

The effects of hemoglobinemia seem to be the 
production of renal vasoconstriction with a decrease 
in the rate of glomerular filtration and increase in the 
per cent of filtrate reabsorbed by the tubules. The 
resultant oliguria can occur without hemoglobinuria 
at plasma levels of hemoglobin below the renal 
threshold level as shown in Group III. This means 
that the oliguria probably can occur without gross 
obstruction of the tubules with precipitated hemo- 
globin. No histologic studies of the kidneys were 
made in this experiment, however. 

Josepu A. Conroy, M.D. 





